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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presentation of 

the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, national, and special journals 
as well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 


1. Anesthesia and Analgesia 20. Mediastinum 39, Gynecologic Surgery 
2. Preoperative and Post- 21. Heart 40. Vascular Surgery 
operative Therapy 22. Esophagus 41. Arteries 
3. Surgical Technic 23. Breast 42. Veins 
4. Surgical Infections 24. Diaphragm 43. Orthopedic Surgery 
5. Tumors 25. Abdominal Surgery 44. Fractures 
6. Neurosurgery 26. Abdominal Wall 45. Dislocations 
7. Skull 27. Hernia 46. Bones 
8. Brain 28. Peritoneum 47. Joints 
9. Spine and Spinal Cord 29. Stomach and Duode- 48. Tendons 
10. Peripheral Nerves num 49. Amputations 
11. Sympathetic Nervous 30. Small Intestines 50. Traumatic Surgery 
System 31. Appendix 51. Burns 
12. Head and Neck 32. Colon and Rectum 52. Shock 
13. Oral Surgery 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus 54. Wounds 
15. Thyroid and Parathyroid 35. Liver and Biliary 55. Military Surgery 
16. Thoracic Surgery Tract 56. Experimental Surgery 
17. Chest Wall 36. Pancreas 57. Miscellaneous 
18. Pleura 37. Spleen 58. Book Reviews 
19. Lung 38. Genitourinary Surgery 39. Announcements 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 

The suggestions and comments of our readers will be gratefuily received. 

Henry N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 
Published quarterly in February, May, August and November. ‘The annual 
cumulative subject and author index is bound in the November issue. 
Subscription rate: $11.00 per year; $28.00 for 3 years. 
WASHINGTON INSTITUTE OF MEDICINE 


Editorial and Administrative 
Departments 


Advertising Department 
2000 Connecticut Ave.. N.W. 
Suite 710 
Washington 8, D. C. 


1770S Mass. Ave., N.W 
Washington 6, D. C. 


Entered as second-class matter Nov. 23, 1943 at the Post Office at 
Washington, D. C., under the Act of March 3, 1879. 
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The Quarterly Review of Obstetrics and Gyne- 
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have personally selected the most significant 
advances in obstetrics, gynecology, endocrinology, 
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1. Anesthesia and Analgesia 


Certain Factors Influencing the Percentage of Oxygen in Mixtures 
of Nitrous Oxide and Oxygen. James H. Crowley. Albert Faulconer, Jr. 
and John S. Lundy, Mayo Foundation and Clinic, Rochester, Minn. Anesth. 
& Analg. 27:255-61, Sept.-Oct. 1948. 

The proportion of gases delivered to the patient by a closed or 
semiclosed system is influenced by many other factors than the propor- 
tion of gases entering the circuit. Attempt to select the more important 
of these factors was made using a Heidbrink circle-absorbing anesthe- 
sia machine having a normal capacity of about 7 liters when filled. 
A healthy male subject was used whose rate of oxygen consumption was 
300 ce. per minute under the conditions of study. Continuous evaluation 
of oxygen content of the gas mixture delivered from the machine to the 
subject was possible with the use of a Pauling model C oxygen meter, 
and amount of oxygen being recorded in terms of partial pressure as 
millimeters of oxygen. Technics used are described. The subject was given 
100 per cent oxygen in rates of flow varying from 1 to 6 liters per 
minute. Observations made using oxygen and nitrogen mixtures showed 
that, in general, the higher the rate of flow, the more closely the oxygen 
level approached the percentage of the original mixture. It was hoped 
to develop mathematical equations by which it might be possible to pre- 
dict the amount of oxygen available to patients receiving mixtures of 
nitrous oxide and oxygen but this was found impracticable if not  im- 
possible. It was found that the great danger lay in administration of 
nitrous oxide and oxygen mixtures at low rates of flow, even though 
more than the minimal oxygen requirements were contained in the origi- 
nal mixture. It was found that the oxygen made available to the patient 
from mixtures containing more than 20° per cent oxygen would 
only reasonably approach the original oxygen percentage if the total rates 
of flow were kept in excess of 6 liters per minute. Maintenance of high 
total rates of flow are therefore more important as percentages of oxy- 
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gen in the original gas mixture decreases. A reduced oxygen percentage 
sometimes occurring early as result of nitrogen dilution by the first few 
exhalations of the patient can be eliminated by flushing the bag after 
four to six minutes of anesthesia. It was found that if this were done 
and not less than 2 liters each of nitrous oxide and oxygen were allow- 
ed to flow into the bag per minute, an oxygen mixture approaching 50 
per cent could be delivered. 7 figures. 


Movement of the Diaphragm After Operation. John Howkins, St. 
Bartholomew's Hospital, London, England. Lancet 2:85-88, July 17, 
1948. 

In an attempt to investigate the high chest complication rate after 
clean hernia operations, the author made a special study of one hundred 
and thirty-eight clean herniorrhaphies with sixty-two extra-abdominal 
operations as controls, All the material was standardized as far as 
possible and in only twenty of the extra-abdominal operations was a 
postoperative respiratory depressant used. Spinal anesthesia predomi- 
nated in order to show that the use of a noninhalation anesthetic is no 
insurance against postoperative pulmonary complications and it is as 
great an offender as ether. Twenty-four hours before operation—after 
the patient's co-operation had been obtained by a careful explanation 
of the investigation—the chest expansion was measured by means of a 
tape placed at the level of the lower border of the sternum, the vital 
capacity by a spirometer and the movements of the diaphragm by 
placing the patient behind a fluorescent screen. In the 200 cases the 
lower limit of normal excursion was 1.5 em. and the upper 10 em., the 
average being 5 cm. Postoperatively 177 cases showed diminished dia- 
phragm movement and of these 73 had chest complications. It is clear 
therefore that there must be some connection between the incidence of 
diminished diaphragmatic movement and the chest complication rate: 
and it is explicable in two ways: (a) the diminution of diaphrag- 
matic movement encourages atelectasis, with or without subsequent pneu- 
monitis; (b) the atelectasis precedes the diaphragmatic changes and _ is 
the cause and not the effect of them. Vital capacity was reduced in 
most cases. the reduction varying from 5 to 50 per cent or even more 
but not all cases showing a diminished vital capacity had a concomi- 
tant diminution of excursion. The clinical application of these observa- 
tions is clear and the following suggestions are offered for postopera- 
tive treatment: (1) alteration of posture should be encouraged to in- 
crease the range of movement of the diaphragm—the sitting position 
is the least advantageous, and Fowlers bad; (2) there should be free 
movement of the abdomen, and any restrictions in the nature of tight 
binders should be avoided; (3) the presence of free gas also embarrasses 
the diaphragm and efforts should be made to obtain as rapid an absorption 
of this as possible; (4) free movement of the patient in bed and early ambu- 
lation provide an incidental benefit in counteracting venostasis, thrombosis 
and embolism, and is of assistance in achieving full and adequate pulmonary 
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ventilation; (5) finally, the infective element can be reduced by never 
performing an elective operation on a patient with an upper respiratory 
tract infection. 11 references. 1 table. 7 figures.—Author’s abstract. 
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Anesthesiology Within the Veterans Administration. Chairman’s Address. 
Ralph M. Tovel, Veterans Administration, Hartford, Conn. J.A.M.A. 
138:1071-74, Dec. 11, 1948. 

Problems of the Anaesthetist. Hazards in the Use of Anaesthetics. H. 
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October 1948. 


2. Preoperative and Postoperative Therapy 


The Significance of Urine Chloride Determination in the Detection 
and Treatment of Dehydration with Salt Depletion. K. Keller Van Slyke, 
Everett Idris Evans, Rachel Lewis and Ruth Taylor, Medical College of Vir- 
ginia, Richmond, Va. Ann. Surg. 128:391-407, September 1948. 

Dehydration is separated into two categories, water depletion and 
salt depletion, and the recommendation is made that each type of deple- 
tion be treated separately. In primary water depletion, resulting from 
failure to drink sufficient amounts of fluid, the extracellular fluid tends 
to become hypertonic but two mechanisms combat this tendency; water 
passes across the cell membrane into the extracellular space and the 
kidneys decrease their water output to the minimum obtainable by tubu- 
lar reabsorption. In primary water depletion the following may be ex- 
pected: minimal urine volume, normal or increased plasma and urine 
chloride concentrations, and no cardiovascular changes referable to 
decreased plasma volume. In primary salt depletion, resulting from 
abnormal salt loss from the body with adequate water intake, the extra- 
cellular fluid tends to become hypotonic, a situation the kidneys attempt 
to combat by continuing to excrete water but almost no salt. Plasma 
chloride concentration does not fall until the kidneys no longer can ex- 
crete enough extracellular water to compensate for the salt loss but when 
this fall occurs, there may be such a great shrinkage of plasma volume 
that clinical shock develops. Since in both primary water depletion and 
salt depletion, the kidneys make every effort to maintain isotonicity of 
the plasma and interstitial fluids and since the excreted urine shows 
much greater variations in volume and _ salt concentration than does 
plasma, urinary analyses (if the kidneys are uninjured) provide an earlier 
and more sensitive indication of the occurrence and type of dehydration 
than do plasma analyses. Urine volume and salt concentration determina- 
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tions, since they may be made at the bedside, serve as routine guides to par- 
enteral water and salt administration. According to evidence presented in 
the literature and obtained from experiments on human volunteers, there is 
justification in the suggestion that “water and salt balance will be properly 
maintained if daily urine volume exceeds 1500 ce. and urine salt concentra- 
tion approximates 3 Gm. per liter”. If the bedside urine salt concentration 
determination indicates more than 3 Gm. of salt per liter of urine, a dextrose 
infusion may be given; if less than 3 Gm., a saline infusion may be adminis- 
tered. The presence or absence of body salt depletion may be detected by 
the urine salt concentration determination (using the Fantus test, salt 
depletion may be assumed to be present if one drop of silver nitrate turns the 
urine potassium chromate mixture red). These guides must of course be sup- 
plemented by clinical observations. The abandonment of plasma chloride 
determinations is not suggested, because once the urine has become salt free, 
the magnitude of salt depletion must be estimated by plasma chloride concen- 
tration determinations and if these are abnormally low, the plasma CO. con- 
centration must be meausred. The plasma chloride measurements are prob- 
ably a safer guide in the presence of decreased kidney function. 16 refer- 
ences. 3 tables. 6 figures. 


Venous Thrombosis and Pulmonary Embolism. Arthur W. Allen and 
Gordon A. Donaldson, Massachusetts General Hospital. Boston, Mass. 
Bull. New York Acad. Med. 24:619-35, October 1948. 

Up to Jan. 1, 1948, over 2,600 patients at the Massachusetts Gen- 
eral Hospital have received some form of specific measures for the pre- 
vention of or the treatment of the thrombo-embolic syndrome. In this group 
of cases, there were 12 deaths related to the process toward which the 
treatment was directed. We cannot over emphasize, in dealing with the 
problem of thrombophlebitis and phlebothrombosis and pulmonary embo- 
lism, of segregating our thinking into measures directed at prophylaxis 
and those undertaken as therapeusis. The former are as yet poorly utiliz- 
ed by many of the staff. Therapeutic effort, on the other hand, under- 
taken after the establishment of thrombophlebitis or pulmonary infare- 
tion, is practically universal; and has taken the form of femoral vein 
interruption in our hospital. Prophylactic measures are adopted in that 
well known postoperative group of patients who, without warning of any 
kind, have a sudden, often fatal, massive embolus. This group is com- 
prised of patients undergoing major surgery resulting in bed rest and 
attendant physical inactivity. For the most part, Dicumarol in 200 
mg. doses is given to this group. Six hundred bedridden postoperative 
patients have been so treated and none of these have died of embolism. 
Two have had hemorrhages which played a role in their deaths, 1 an 
82 year old man and the other a hypertensive individual. Neither one. 
according to our standards should have been given the drug. Prophy- 
lactic bilateral superficial femoral vein interruption is carried out 
when factors making the use of Dicumarol difficult and dangerous are 
present, and in instances when the likelihood of unheralded embolism is 
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great, such as after low thigh amputations, hip fractures and major 
surgery in the aged. Nine hundred patients have been treated in this 
fashion and 4 have succumbed to subsequent massive embolism, an_ inci- 
dence of 0.4 per cent. In this select group of patients the expected deaths 
from embolism would be many times as great. 

Anticoagulants have not been used in the treatment of acute thrombo- 
phlebitis and pulmonary infarction, except as an adjunct to femoral 
vein interruption. Nearly 1,300 patients have been subjected to therapeu- 
tic vein interruption over a nine year period and 6 of these have had 
subsequent embolic episodes resulting in death. The mortality of 0.4 per 
cent compares favorably with that reported from other clinics where 
other measures have been employed. With more intelligent use of anti- 
coagulants as an adjunct to femoral vein interruption in this group, it 
should be possible to reduce this figure to a lower level. It is important 
here to note that none of the 2,200 subjected to femoral vein interruption 
has lost life or limb as a result of the procedure. It is an operation 
not to be undertaken lightly, as the inherent danger to the overlying femoral 
artery in particular is great. Deaths from sudden massive embolism still 
oceur in our hospital. The great majority of these occur without warning in 
patients who have had no specific prophylactic measures instituted. There 
has been a very marked reduction in deaths in those patients who have dem- 
onstrable thrombophlebitis or sublethal pulmonary infarction. The failure 
to reduce the over-all annual number of patients dying from embolism is 
due to the increased age of the hospital population, increased incidence of 
cancer patients, operations of greater magnitude, and finally the use of ex- 
tensive chemotherapy, transfusions, etc., resulting in longer immediate post- 
operative survival. When prophylactic measures have been utilized ade- 
quately to counteract these factors, unheralded embolic deaths should be 
reduced in number. 9 references. 8 tables.—Author’s abstract. 


Thromboembolic Disease. A Symposium on Pathology, Diagnosis 
and Treatment. Richard A. Powell, Harris L. Woodburne, Kenneth N. 
Campbell and Alexander Blain, II], Alexander Blain Hospital, Detroit, 
Mich. Alexander Blain Hosp. Bull. 7:99-116, November 1948. 

In the management of thrombo-embolic disease a well-planned ap- 
proach with regard to therapy is desirable. This approach is based up- 
on the promise that the individually described conditions of phlebothrom- 
bosis, thrombophlebitis and the state of chronic venous insufficiency with 
its resultant stasis dermatitis and ulceration are progressive stages of 
the same pathologic process. This pathologic process results in a series 
of conditions in which the end results from the standpoint of morbidity 
are notoriously poor. When prophylactic measures are considered, they 
should be based on the elimination of known etiologic factors, such as, 
abnormalities of the blood constituents secondary to trauma, operative 
or otherwise; bed confinement over a long period of time; obesity, 
cardiac impairment, malignant disease and existing varicosities. The 
management of the acute stage of thrombo-embolic disease, be it the 
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so-called phlebothrombotic stage or the thrombophlebitic stage, requires 
emergency treatment and of the various methods advocated, proximal 
superficial femoral vein ligation singly or in combination with anti- 
coagulant therapy paravertebral block have produced the best 
results in the authors’ experience. Anticoagulant therapy demands close 
laboratory supervision which is time-consuming and not always  avail- 
able. Since the authors consider these conditions to be acute emergencies, 
it is believed that immediate proximal superficial femoral vein ligation 
bilaterally, more closely approximates the ideal treatment in this condi- 
tion for this institution. Anticoagulant treatment has been preferred in 
those patients whose condition precludes operative intervention and in 
those cases where embolic phenomena persist after superficial femoral 
vein ligation. In the management of all such cases, the fundamental 
pathological physiology must be taken into consideration. The course 
may run from the early and predictable, so-called prethrombotic state 
to the late stage of chronic venous insufficiency. In this late stage there 
may be edema formation secondary to increased venous pressure, 
lymphatic and venous obstruction and subsequent stasis dermatitis and 
ulceration, It is in this type of limb that the Linton procedure, consisting 
of ligation of the incompetent superficial femoral vein and stripping of 
the incompetent sephenous system appears to offer hope for obtaining 
permanent healing of ulceration. The efficacy of sympathectomy in 
such conditions is controversial but it is too early to abandon without 
a more extensive trial, a procedure which may well prove to be a very 
useful adjunct in the management of these cases. 85 references.—Author’s 
abstract. 
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The Surgical Treatment of Intravenous Clotting. H. M. Elder, Montreal 
General Hospital, Montreal, Que., Canada. Canad. M. A. J. 59:343- 
18, October 1948. 


3. Surgical Technic 


See Contents for Related Articles 


4. Surgical Infections 
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d-Tubocurarine in Wax and Oil for Control of Muscle Spasm in Tetanus. 
Milton R. Weed, Donald F. Purvis and Robert D. Warnke. Detroit, 
Mich. J.A.M.A. 138:1087-90, Dec. 11, 1948. 

Stomatitis Due To Streptomycin. Report of Three Cases. Hillel Beham 
and Herbert Perr, Montefiore Hospital. New York, J.A.M.A. 
138:495-96, Oct. 16. 1948. 
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Acute Exfoliative Dermatitis and Death Following Penicillin Therapy. 
Jacob Rabinovitch and Morris C. Snitkoff, Jewish Hospital of 
Brooklyn, Brooklyn, N.Y. J.A.M.A. 138:496-99, Oct. 16, 1948. 

Rapid Disinfection of Clean Unwashed Skin. Further Experiments. A. D. 
Gardner, University of Oxford, Oxford, England. Lancet 2:760-63, 
Noy. 13, 1948. 

The Treatment of Malignant Lip Furuncles with Emetine. Eduard Mel- 
choir, Ankara Niimune Hastanesi, Ankara, Turkey. Surgery 24:724- 
31, October 1948. 

The Effect of Streptomycin, Local and Systemic, on Contaminated, Sutur- 
ed Wounds. Charles K. Kirby, James A. Dull, Harold E. Fulton, 
Edward B. Price and Harold A. Zintel, University of Pennsylvania 
Schools of Medicine, Philadelphia, Pa. Surgery 24:647-52, October 
1948. 


5. Tumors 


Radical Excision of the Inguinal and Iliac Lymph Glands. A Study 
Based on 450 Anatomical Dissections and upon Supportive Clinical Ob- 
servations. Edward H. Daseler, Barry J. Anson and Arthur F, Reimann, 
Northwestern University Medical School, Chicago, Ill. Surg. Gynec. & Obst. 
87:679-94, December 1948. 

An anatomic study of 450 dissection room specimens provided data 
on the size, arrangement and number of inguinal and associated pelvic 
glands. The data are presented for the purpose of placing these morpho- 
logic facts upon schematic and statistical bases. The anatomic observa- 
tions made, placed under the headings of general, superficial inguinal 
glands, deep inguinal glands and iliac (pelvic) glands, are discussed 
in detail and representative specimens are described. These anatomic 
observations serve as a basis for a surgical technic used in the extirpa- 
tion of the inguinal and iliae lymph nodes, a technic designed to clarify 
and simplify technics previously described. The incision used in a verti- 
cal, slightly oblique one measuring 8 to 10 inches in length and passing 
diagonally across the inguinal ligament from a point 2 inches medial 
to the anterior superior iliac spine and | to 2 inches above the inguinal 
ligament to a point on the anteromedial aspect of the thigh over the 
adductor canal. In the procedure illustrated here excision of the skin 
over the anterior surface of the upper thigh and lower abdomen is to 
be made and removal of the superficial fascia and fascia lata is 
to be carried out. The first illustration shows the structures included in 
the quadrilateral block of tissue excised and the associated veins and the 
fascia in which are inbedded the superficial glands and vessels. In the region 
of the fossa ovalis the deep fascia is exposed by removal of the bilaminar 
superficial fascia, while just beyond the femoral triangle’s apex, the sub- 
adjacent musculature is exposed by the incision and turning upward of both 
superficial and deep layers. Removal of the deep inguinal glands is accom- 
plished by opening the fibrous layer of the femoral vessels. The final illus- 
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tration shows the conclusion of the procedure in which the dissection is car- 
ried into the pelvis in preparation for the removal of the iliac lymph glands. 
In closing the inguinal incision, the superior pubic ligament is utilized as 
a line for aponeurotic anchorage. The widely undermined skin flaps may be 
approximated if the vascular supply seems adequate but if the viability 
seems questionable, wide excision of the skin flaps is made and closure 
achieved by means of a broad-based pedicle flap and a split thickness graft. 
Postoperative refrigeration too has proved to be of aid in preserving the 
viability of these flaps. 9 references. | table. 8 figures. 

(An important paper.—t. s. R.) 


Technique of Inguinal Node Dissection. van D. Baronofsky, Univer- 
sity of Minnesota Medical School, Minneapolis, Minn. Surgery 24:555- 
67, September 1948. 

It is common knowledge that incisions for inguinal node dissections 
heal poorly. A method is presented wherein the blood supply to the skin 
flaps is disturbed little if at all. This method entails the use of an 
oblique incision about 14 cm. long and about 5 cm. below the inguinal 
ligament. It is carried down to Camper's fascia, which can be identified 

as a definite layer by careful traction upward with a fine rake retrac- 
tor. The small blood vessels can be seen coursing in the fat immediately 
above. This dissection is completed so that the entire femoral triangle is 
exposed. The cleansing of the femoral vessels is then carried out. When 
| this has been completed, the sartorious muscle is cut at its origin and 
swung over into the prismatic defect, left. This obliterates the dead space. 
The skin is then sutured down to the muscle with fine silk and the skin 
edges approximated with meticulous care. The results suggest that this 
method is adequate in preventing the common postoperative complica- 
tions of necrosis and slough of skin. 20 references. 1 table. 8 figures. 
Author's abstract. 
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6. Neurosurgery 


The Reaction of Cerebral Tissue to Silver, Tantalum, and Zireon- 
ium. A Discussion of the Use of These Metals for Hemostatic Brain Clips. ‘ 
J. 1. Bates, F. H. Lewey and C. R. Reiners, University of Pennsylvania, 
Philadelphia, Pa. J. Neurosurg. 5:349-53, July 1948, 

The use of the silver clip for hemostasis was introduced by Cushing 
in L911. Since then these clips have been used by many neurosurgeons. 
However, there are indications in the literature that silver is irritating 
to the brain and is not the metal of choice. In this experimental study 
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the reaction of cerebral tissue to a new metal zirconium has been com- 
posed to that of tantalum and silver. Strips of each metal were inserted 
in the brains of 7 dogs and the reaction studied at varying intervals 
between eight and ninety-seven days. The tantalum and zirconium strips 
provoked only minimal reaction. The silver strips, however, caused an 
intense mesodermal and glial reaction in the surrounding brain with a 
tendency in the later stages to formation of a dense scar of collagen 
connective tissue. The conclusion drawn from this evidence is that silver 
clips are contraindicated for use as hemostatic clips. Tantalum and 
zirconium are the metals of choice. Zirconium being soft and malleable 
may be more suitable than tantalum. 5 references. 4 figures.—Author’s 
abstract. 


7. Skull 


See Contents for Related Articles 


8. Brain 


Chronic Subdural Hematoma. Expansion of Compressed Cerebral 
Hemisphere and Relief of Hypotension by Spinal Injection of Physiologic 
Saline Solution. Albert A. LaLonde and W. James Gardner, Cleveland 
Clinic, Cleveland, O. New England J. Med. 239:493-96, Sept. 30, 1948. 

Failure of the compressed hemisphere to expand spontaneously 
following evacuation of a subdural hematoma may make the prog- 
nosis grave. The cause of this failure or the reason why the intracranial 
pressure remains subnormal is unknown. However, both conditions have 
been found to respond favorably to the intraspinal injection of normal 
saline solution. This procedure has the additional advantage of effect- 
ing a more complete removal of the hematoma by obliterating the crani- 
al subdural space. Hence it is now employed in such cases. Since the 
syndrome is not affected by the presence or absence of the hematoma 
membrane, its removal is not required for cure. In none of the 9 cases 
in which injection of physiologic salt solution was used successfully (7 
cases of subdural hematoma with failure of the compressed hemisphere 
to expand spontaneously; 2 cases of intracranial hypotension following 
surgery for other conditions) was it necessary to raise the spinal-fluid 
pressure above the equivalent of 150 mm. of water. In 2 of the 7 cases 
of subdural hematoma, ‘intraventricular injection was made; in the oth- 
er 5, spinal injection was made. The volume of single injection ranged 
from 50 to 220 ce. Drainage, unnecessary if re-expansion of the hemis- 
phere is complete, was employed in 1 case for the first twelve postopera- 
tive hours. The 9 cases are reported in some detail. The signs and symp- 
toms of intracranial hypotension may be almost indistinguishable from 
those of intracranial hypertension. 10 references. 
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Differential Diagnosis of Tumors at the Cerebellopontile Recess. 
Antonio Gonzalez-Revilla, Johns Hopkins Hospital, Baltimore, Md. Bull. 
Johns Hopkins Hosp. 82:187-212, September 1948. 

Two hundred and: five cases with tumors at the cerebellopontile re- 
cess are analyzed with the purpose of establishing definite criteria’ in 
their differential diagnosis. Their incidence is given in the following 
table. 


Cerebellopontile tumors. The Johns Hopkins Hospital 1926-1945 


Type of Tumor No. cases 
Neurinomas 160 78.0 
a. Unilateral acoustic 145 
b. Bilateral acoustic 6 
c. Unilateral acoustic with peripheral neurofibro- 
matosis 
d. Neurinomas Vth N 3 
e. Neurinomas Xth N 2 
f. Nurinomas XIth N ] 
Cholesteatomas 13 6.3 
Meningiomas 13 6.3 
Gliomas 12 5.9 
a. Astroceytoma 5 
b. Astroblastoma ] 
c. Medulloblastoma 3 
d. Ependymoma 2 
e. Blioblastoma multiforme l 
Abscesses 1 ] 9a 
Miscellaneous tumors 3 1.6 
a. Sarcoma of meninges ] 
b. Carotid body tumor l 
c. Malignant melanoma 
Total 205 100.0 


From careful study of these cases, the author has arrived at the 
following conclusions: The age at onset and the duration of symptoms 
are the most important points in the differential diagnosis. Thus, in the 
first two decades of life, the unilateral acoustic neurinomas with peri- 
pheral neurofibromatosis, the bilateral acoustic neurinomas ab- 
seesses are common, with an average duration of symptoms of ten, five 
and one years respectively. Gliomas occur predominantly between 20 
and 30 years of age with a duration of symptoms varying from one to 
three years. In the early thirties cholesteatomas are found frequently 
with an average duration of symptoms of seven years, while in the late 
thirties the unilateral acoustic neurinomas without peripheral neuro- 
fibromatosis predominate with a naverage duration of symptoms of 
four and a half years. The meningiomas appear mostly between 40 and 
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50 years of age with the same duration of symptoms as the unilateral 
acoustic neurinomas without peripheral neurofibromatosis. After the age 
of 50, tumors at the cerebellopontile recess are rare and when they do 
occur a metastatic neoplasm should be suspected. Occipitofrontal head- 
aches, suboccipital discomfort, disturbances referable to the fifth, seventh 
and eighth cranial nerves, incoordination and instability of cerebellar origin 
and evidence of increased intracranial pressure are classic symptoms com- 
mon to all tumors in this location. The chronology of these symptoms shows 
identical wide variations in all groups and it is not, therefore, an aid in the 
differential diagnosis except, perhaps, in three instances. Thus, we see, that 
most cases of acoustic neurinomas initiate their symptoms with auditory and/ 
or labyrinthine manifestations, although this may also be true, in a lesser 
degree, of the meningiomas and gliomas. In the cholesteatomas and in the 
neurinomas arising from the fifth nerve the initial symptom may be a tic 
douloureux or any other manifestation of fifth nerve involvement. The 
neurologic examination usually shows ipsilateral signs referable to the fifth 
and eighth cranial nerves as well as unilateral cerebellar involvement. Af- 
fection of other adjacent cranial nerves depends on the size of the tumor no 
matter what its type is. The only exception is found in the cholesteatomas 
in which the eighth nerve is rarely involved while the fifth is usually 
affected. Papilledema is found to be more common with the unilateral 
acoustic neurinomas; clear fundi, however, do not rule out a tumor of 
this kind as papilledema is present in only 66.5 per cent. When roentgeno- 
grams of the base of the skull show erosion at the porus acusticus an 
acoustic neurinoma should be suspected as it is found in 50 per cent of 
this type of tumor and rarely in the rest. 10 references. 1 table-—Author’s 
abstract. 
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9. Spine and Spinal Cord 
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10. Peripheral Nerves 


Causalgia Following Gunshot Injuries of Nerves. Role of Emotional 
Stimuli and Surgical Cure Through Interruption of Diencephalic Efferent 
Discharge by Sympathectomy. James C. White, William W. Heroy and 
Edmund N. Goodman, Boston, Mass. Ann. Surg. 128:161-83, August 1948. 

Major causalgia is caused by partial injury to mixed peripheral nerve 
trunks and occurs in about 5 per cent of penetrating wounds of the extremi- 
ties. The symptoms frequently cause serious mental disturbances, drug addic- 
tion and even suicide. Surgical treatment has previously been ineffective 
but the disease can now be successfully treated by early sympathetic denerva- 
tion of the involved limb. Wound sepsis formerly appeared to be a major 
causative factor of the causalgic syndrome but this has been disproved. An 
important argument against it is the speed of onset, severe burning pain 
developing in a few hours or during the first day in 11 of 13 cases. This 
fact also eliminates other supposed causes such as ascending neuritis, nerve 
compression and anoxia following fibrosis. Coexistent injury to a large blood 
vessel has also been considered a cause but such injuries only existed in 3 
of 13 cases. The characteristic burning is transformed into an extreme throb- 
bing pain by various thermal and psychic environmental stimuli such as 
cold, damp or very hot weather, loud or unexpected noises, a harrowing 
movie, arguments, physical exertion, etc. These factors all increase the sym- 
pathetic discharge from the hypothalmic center. Sympathectomy has consis- 
tently relieved these cases and should be done early. Results of this treat- 
ment in 13 cases are reported. A vauluable diagnostic test. especially in 
atypical cases, is preliminary blocking of the sympathetic rami and ganglia 
by procaine injections. Lasting relief has been reported to follow repeat- 
ed paravertebral injections but this did not occur in this series. At least 
5 em. of the lumbar chain should be removed and the resection extended 
to the lower border of the third lumbar vertebra in wounds of the lower 
leg. Denervation must also extend well above the nerve injury. Results 
of resection of the second and third lumbar ganglia are limited to the foot. 
The first lumbar ganglion also should be removed if the knee is wounded 
and the lower thoracic ganglia in injuries of the upper thigh. Causalgia is 
not relieved by preliminary neurolysis, primary local surgery only being 
indicated when a foreign body is in contact with the nerve. Sympathectomy 
consistently relieved the severe causalgic pain in this series, 8 patients hav- 
ing no further complaints after operation. Five patients had some residual 
hyperesthesia and paraesthesia but this resembled the subjective symptoms 
normally accompanying nerve regeneration. Relief of symptoms by sym- 
pathectomy is believed the result of elimination of the efferent sympathetic 
discharge from the hypothalamic center. Case histories of 13 patients are 
presented. 43 references. 1 table. 7 figures. 
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Causalgia. Diagnosis and Treatment. C. H. Cullen, Manchester, Eng- 
land. J. Bone & Joint Surg. 30-B:467-77, August 1948. 

Causalgia is characterized by persistent pain in an extremity following 
injury to one or more peripheral nerves. The differential diagnosis between 
the pain of causalgia and that of other traumatic conditions is sometimes 
difficult. Causalgic pain is spontaneous, intense, hot and burning, diffuse 
and excited by various stimuli. Its location is sometimes clearly defined, 
as the ring finger alone. It is precipitated by loud noises, sudden jars, seeing 
others fall, excitement, overheating and intense cold. It is usually relieved 
by moist cloths. Novocaine block of the stellate ganglion often gives valuable 
information, 13 of 17 patients being immediately relieved. The typical syn- 
drome of causalgia only develops after injury to the median or peripheral 
nerve. Objective symptoms are glossy skin, spindle fingers and clawed 
stained nails. Macerated skin and bullous lesions sometimes oceur. Hyper- 
hidrosis and vascular dilatation are inconstant. Bone changes are not specific. 
Personality changes are usually caused by pain and disappear when it is 
relieved. Treatment by neurolysis gave slight relief to 9 patients for a maxi- 
mum of three weeks. Radiotherapy was used on 1] patients. Four later 
required sympathectomy but 6 of the other 7 cases showed both subjective 
and objective improvement. One patient was unimproved and later required 
a tractotomy. Other forms of treatment gave varying results. Alcohol injec- 
tion was unsuccessful. Physiotherapy is not tolerated by severe cases and 
is only useful for correction of deformities or contracture. 10 references. 
2 tables. 7 figures. 


11. Sympathetic Nervous System 


Méniére’s Syndrome. Successful Treatment by Surgery on the Sympa- 
thetic. E. R. Garnett Passe, King Edward Memorial Hospital and J. S. Sey- 
mour, Ealing, England, Brit. M. J. 4583:812-16, Nov. 6, 1948. 

A new conception of the cause of Méniére’s syndrome is put forward 
and it is stressed that the syndrome of nerve deafness, giddiness and tinnitus 
are not necessarily separate but have a common origin in some disturbance in 
metabolism caused by an alteration in the blood supply. It is pointed out 
that the blood supply to the internal ear is by the internal auditory artery, 
and it would seem that the variability of the distribution of the arteries 
indicated by Nabeya might well account for the variable degree of associa- 
tion of cochlear and vestibular signs in Méniére’s syndrome-complex. This 
would fit in reasonably with the view held by us that the predominant etio- 
logic factor is one of vasoconstriction and that the smaller vascular distribu- 
tion to a particular portion of the organ will imbue that artery, by virture 
of its size, with greater vasoconstrictor properties - hence a preponderance 
os symptomatology of the organ of distribution. In order to improve the 
blood supply to the internal ear an upper dorsal sympathectomy on one or 
both sides is advocated. H. H. Woollard states that vascular tone from the 
aorta to the periphery is maintained by vasomotor nerves in two ways: (1) 
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In the aorta large bundles from adjacent sympathetic ganglia composed 
almost entirely of nonmedullated nerve fibers pass into the adventitia, some 
lying superficial and some deep near the media. The bundles continue to 
the periphery, forming a plexus of nonmedullated fibers from which further 
fibers pass inwards and form an abundant mesh of the finest fibers within 
the musele coat. (2) From the peripheral nerves these fibers are almost en- 
tirely medullated. The muscular coat is innervated by the fine network, 
the individual elements of which divide and fuse together to give absolute 
continuity complete throughout the vascular wall. Physiologically, Langley, 
Bayliss and Gaskell have showed that bars of constrictor fibers are exclusive- 
ly sympathetic ganglionic and that there is no other source of supply. Origi- 
nally the stellate ganglion was removed but it is felt that this is no longer 
necessary provided first, second and third ganglia are excised and the verte- 
bral artery ligated and divided. The advisability of doing this on both sides, 
owing to anatomic varieties in the circle of Willis’ is not yet decided. The 
operation is described and there follows an account of the results of opera- 
tion in 12 cases closely followed over the last fifteen months, (in which the 
above operation was performed by one of us E.R.G.P.). All cases were typi- 
cal examples of Méniére’s syndrome of a severe character which did not 
respond to medical treatment. One case also had a severe migraine and this 
to date has been completely relieved. The ages of the patients varied con- 
siderably. Every case was relieved of giddiness though | had a slight reeur- 
rence some months later possibly owing to the other ear being affected. The 
result upon the tinnitus is unpredictable, though on the whole it was reduced; 
in 3 cases it was completely relieved. One patient has had a sympathectomy 
performed on the other side with complete relief so far. Each patient suffered 
from concomitant nerve deafness, and in all except the last 2 most recent 
cases there has been improvement (markedly in some ears) of hearing 
by both air and bone conduction. If the nerve deafness is very severe it is 
beyond relief. In the meantime a new surgical method of treating Méniére’s 
syndrome, having tremendous advantages over the old surgical destruction 
of the internal ear, is at our disposal. 15 referenees.—Author’s abstract, 


Treatment of Hyperhidrosis. H. 4. Haxton, Manchester Royal Infir- 
mary. Manchester, England. Brit. M. J. 4552:636-38, Apr. 3, 1948. 

Medical treatment of severe hyperhidrosis of the extremities is not 
effective but treatment by sympathetic section provides an immediate and 
complete cure. Previous reports have not included lengthy follow-ups, and 
the premanency of the result has been in doubt in view of the frequent reap- 
pearance of sympathetic activity after sympathectomy. Twelve cases. details 
of which are given, have been treated in Professor Telford’s clinic in Man- 
chester in fifteen years and 5 of them have been followed up for more than 
seven years. All have remained cured, though 2 have noticed slight sweating 
of the hands after several years. The operations performed have been see- 
tion of the cervieal sympathetic chain above the middle cervical ganglion; 
the Telford operation of section of the thoracic chain below the third thora- 
cic ganglion. with section of second and third thoracic rami and dislocation 
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of the upper end; and removal of 3 to 6 cm. of the lumbar chain at the level 
of the second and third lumbar vertebrae. Excessive sweating of the face and 
upper extremities has been observed ih cases of syringomyelia and cervical 
rib but for most cases no cause can be found. It is thought that there is ex- 
cessive sympathetic activity, sometimes in a very restricted area. Gustatory 
sweating has been observed in 4 of the cases, developing between six weeks 
and six years after the operations. Chocolate, cheese and vinegar have been 
the principal excitants. 15 references. 1 table-—Author’s abstract. 


References to Current Articles 


On the Histology of Surgically Removed Sympathetic Ganglia. — L. 
Bergmann, Pinckaey J. Harman, Joseph Pick and Hippolyte M. 
Wertheim, New York University College of Medicine, New York, N.Y. 
Surgery 24:695-702, October 1948. 

The Effects of Various Types of Sympathectomy upon Vasopressor Re- 
sponses in Hypertensive Patients. Robert W. Wilkins, James W. Cul- 
bertson and Reginald H. Smithwick, Boston, Mass. Surg., Gynec. 
Obst. 87:661-68, December 1948. 

Further Observations on the Results of Sympathectomy of the Upper Limb. 

H. Bareroft, University of London, London, England and G. T. C. 

Hamilton, Queen’s University of Belfast, Belfast, Ireland. Lancet 

2:770-71, Nov. 13, 1948. 


12. Head and Neck 


See Contents for Related Articles 


13. Oral Surgery 


References to Current Articles 


Tumors of the Mandible (Tumores da mandibula). Mario Kroeff and 
Alberto Toutinho, Hospital Gaffrée-Guinle, Rio de Janeiro, Brazil. 
Rey. brasil. de cancer 1:5-66, December 1947. The authors report 
on 11 cases of tumor of dental origin, 10 of the various types of 
mesenchymal growths, 2 of myeplaxoma, 1 of myeloma (plasmocy- 
tic myeloma), 1 of leontiasis ossea, 2 of osteomyelitis and 6 of 

secondary involvement of the mandible. 164 references. 


14 Plastic Surgery 


Infection Through Soaked Dressings. Leonard Colebrook and A. M. 

i Hood, Birmingham Accident Hospital, Birmingham, England. Lancet 2: 
682-83, Oct. 30, 1948. 

When dressings were applied to the hands and forearms of a man 

who had two hours before received severe electric burns, swabs taken from 
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his hands before cleaning failed to grow Pseudomonas pyocyanea or another 
pathogen. However, on the fifth day the characteristic blue-green staining 
of Ps. pyocyanea appeared on the bandages and redressing disclosed its 
presence on both hands. Between the first and fifth days, when the dressing 
had become soaked with serous exudate, they were packed with more sterile 
wool and more crepe bandages. The source was considered to be 2 other 
patients in the same ward with a similar infection and transmission had been 
by indirect contact or by air. The question was whether Ps. pyocyanea could 
grow through the intact dressings of the above patient when they were soaked 
with serous exudate. An experimental wound was made by drilling several 
holes near one end of a piece of silver-plated tubing 8 inches long and 2 
inches in diameter. Dried plasma dissolved in nutrient broth was used to 
simulate the exudate from burned surfaces, and when the outer bandage 
became moist, it was infected with about 1 ml. of a thousandfold diluted cul- 
ture of Ps. pyocyanea. The following organisms were recovered from the 
inner gauze from four to forty-eight hours following infection of the outer 
bandage: Ps. pyocyanea; proteus; Staphylococcus aureus: diphtheroid ba- 
cillus; hemolytic streptococcus; and coliform bacillus. Plaster of paris 
was not an effective barrier and mecuric-cyanide gauze was not effective 
except against hemolytic streptococcus. Effective barriers were provided 
by a sheet of cellophane between the wool and the bandages or by a thin 
sheet of Polythene. At the present time a flexible and strong plastic film, 
pervious to water vapor but impervious to bacteria, is being tried. 7 refer- 
ences. | figure. 

(This article draws attention to a simple but important point which 
should not escape the attention of those responsible for the standard of dress- 
ings maintained on surgical services.—H. P. J.) 


References to Current Articles 


Evaluation of the Open Jump Flap for Lower Extremity Soft Tissue Re- 
pair. Sterling Edwards, Birmingham, Ala. Ann. Surg. 128:1131-35, 
December 1948. 


15. Thyroid and Parathyroid 


References to Current Articles 


On the Surgical Treatment of Hyperparathyroidism. Kaare Liavaag. Uni- 
versity Clinic (Rikshospitalet), Oslo, Norway. Acta chir. Seandi- 
nav. 97:42-54, Sept. 30, 1948. In 5 of 7 cases of hyperparathyroid- 
ism an adenoma was found and removed; in 2 cases water-clear cell 
hyperplasia necessitated subtotal resection. 25 references. 2 tables. 
3 figures. 
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16. Thoracic Surgery 


References to Current Articles 


Anoxia During Intrathoracic Operations. A Preliminary Report. F. G. 
Kergin and W. Paul. University of Toronto Faculty of Medicine, 
Toronto, Ont., Canada. J. Thoracic Surg. 17:709-11, October 1948. 
Observations on the oxygen saturation during seventy intrathoracic 
operations were made. Prevention or correction of gradually in- 
creasing oxygen unsaturation is possible through application of 
positive pressure anesthesia at a pressure of 15 mm. Hg. An oxi- 
meter should be watched by the anesthetist. The anoxic aaoxia is 
thought to be caused by a progressive atelectasis of the contralateral 
lung. 6 references. 

Spontaneous Collapse. Paul D. Crimm, Boehne Tuberculosis Hospital, 
Evansville, Ind. J. Thoracic Surg. 17:662-80, October 1948. This 
report deals with spontaneous interstitial emphysema, mediastinal 
emphysema, pneumothorax, hemopneumothorax and spontaneous 
atelectatic collapse. 100 references. 8 figures. 

Pain Syndromes of the Chest Muscles. Resemblance to Effort Angina and 
Myocardial Infarction, and Relief by Local Block. Janet Travell 
and Seymour H. Rinzler, Beth Israel Hospital, New York, N. Y. 
Canad. M. A. J. 59:333-38, October 1948. 

Thoracic Surgery (Concluded). J. Gordon Scannell, Harvard Medical 
School, Boston, Mass. New England J. Med. 239:961-72. Dec. 16, 

1948. 


17. Chest Wall 


Thoracoplasty After Twenty Years. Paul Dufault, Rutland State Sana- 
torium, Rutland, Mass. New England J. Med. 239:660-63, Oct. 28, 1948. 
Between 1927 and 1947, 362 patients, 6.3 per cent of 5,597 admis- 
sions, at Rutland State Sanatorium have undergone thoracoplasty for pul- 
monary tuberculosis. The indications in general are still those established 
by Alexander (see his “The Surgery of Pulmonary Tuberculosis”, pg. 59). 
Since patients admitted to sanatoriums are older and more ill than those 
seen formerly, the percentage of thoracoplasties is likely to decrease. The 
fact that they are older seems indicative of success in efforts to eradicate 
tuberculosis. In this series 42 per cent were in their twenties; 34 per cent 
in their thirties; and 12 per cent were over 40. Most of the cases selected 
‘ for thoracoplasty are stage III. Stenosing ulcers per se are not contraindi- 
cations to thoracoplasty since patients with such lesions did as well as others. 
In all these cases the stenosing lesions were past the active stage and caused 
- no retention. The most immediate and tangible result of thoracoplasty is the 
conversion of sputum to a negative reaction and if this result is not evident 
within six months, the thoracoplasty cannot be regarded as completely suc- 
cessful. There were 123 such cases of which 52 are well; 12 are ill; 47 
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are dead and in 14 the results are not known. The tabulation on the 
present status of the 362 is based on a single practical question: Is he 
well enough to work or is he not? An almost equal percentage of patients 
are well and working for the two ten-year periods, the combined rate for 
the whole twenty years being 61.3 per cent. By adding the ill (invalid 
or semi-invalid at home or in sanatorium), the survival rate becomes about 
70 per cent. When all factors are considered, there remains a 50 per cent 
salvage to the credit of thoracoplasty. There were 16 mixed and 10 tubercu- 
lous empyema cases which were treated by thoracoplasty. Pulmonary tuber- 
culosis accompanied the empyema in 19 cases and of these 14 are living 
and well from five to seventeen years after surgery. There were a total of 86 
deaths in this series, 18 of which occurred within two months of operation. 
The use of streptomycin preoperatively and postoperatively may eliminate 
most of the postoperative deaths resulting from pneumonic and miliary 
spreads. 8 tables. 


18. Pleura 


Surgical Management of Thoracic Duct Injuries. An Experimental 
Study with Clinical Application. G. B. Hodge, Spartanburg, S.C. and Hunter 
Bridges, Shreveport, La. Surgery 24:805-10, November 1948. 

Traumatic chylothorax is a rare but not an uncommon condition. 
Trauma to the thoracic duct or its tributaries may be due either to direct 
or indirect violence or to operative injury. Operative injury to the duct with 
chylorrhea or chylothorax is probably of more frequent occurrence than 
one is lead to believe from reports in the literature. The cervical portion of 
the duct is most frequently injured in operation on the left side of the neck 
for tumor or enlarged lymph nodes. If unrecognized or not treated. chylor- 
rhea will develop. If the pleura is opened, chylothorax also may develop. 
In injuries to the intrathoracic portion of the duct. chylothorax with its at- 
tendant high mortality will oceur unless the injury is promptly recognized 
and treated. The symptoms in chylothorax are those due to pressure and the 
loss of chyle. The pressure symptoms may be relieved by frequent thora- 
centesis. The loss of chyle. if allowed to persist. will result in inanition and 
death. The treatment of chylo thorax has been medical, surgical or combined, 
In the medical management a proper diet low in fats and rich in protein and 
vitamins is given. Blood transfusions, plasma. glucose, saline solution, intra- 
venous infusion of aspirated chyle and thoracentesis have been emploved. 
These supportive measures may maintain the patient's nutritional status 
until spontaneous or operative repair of the injury is carried out. In injury 
to the thoracic portion of the duct, unless in the upper part where there 
is rich collateral circulation, ligation may be followed by rupture due 
to the inereased intraductal pressure brought about by acute obstruction. 
A zafer method must therefore be used since the surgical mortality in trau- 
matic chylothorax has been reported to be around 100 per cent and about 
50 per cent is the over-all total cases reported. With recognition of the 
seriousness of this condition and the associated high mortality, experiments 
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were carried out to study and find a rational method of surgical manage- 
ment. 

A group of 12 large healthy dogs was used. All were operated upon 
employing endotracheal positive pressure ether anesthesia. The thoracic 
duct was approached through the right tenth intercostal space. After enter- 
ing the thoracic cavity the mediastinal pleura was incised above the dia- 
phragm. The duet lying over the vertebral column and posterior and slightly 
to the right of the aorta was easily identified. It was then dissected out to 
the level of the cysterni chyli. Just above the diaphragm the duct was usually 
found to be a large single trunk with occasional small collaterals. About 
6 em. from the diaphragm relatively large collateral lymphatic channels 
were found. In 6 animals a 3 cm. segment of the thoracic duct was excised 
just above the diaphragm. In all there was immediate chylorrhea. The medi- 
astinal pleura was left open and the lung re-expanded. In 3 animals the 
thoracic duct was ligated at the level of the diaphragm and 4 to 5 em. above. 
The segment of the duct between the ligatures was then excised. In another 
3 animals a small segment of the thoracic duct at the level of the tenth thora- 
cie vertebra was excised and the proximal thoracic duct just above the 
diaphragm was implanted into the azygos vein which is in close relation- 
ship. In the 6 dogs in which a segment of the thoracic duct was excised 
and the divided ends left open, 4 recovered and 2 died, 1 in forty-eight 
hours and the other in six days. Both had a massive right chylothorax 
and developed symptoms due to pressure and loss of chyle. Autopsy was 
done in two weeks in the 4 that recovered. Examination disclosed mode- 
rate fibrosis about the thoracic duct which was sealed and there were 
numerous dilated lymph channels. All 4 animals had evidence of lympha- 
ticovenous anastomosis with the azygos and intercostal veins. In the 3 
animals in which a segment of the thoracic duct was excised and the ends 
ligated. recovery was uneventful. Autopsy two weeks later revealed dilated 
collateral lymph channels but no lymphaticovenous anastomoses. There was 
slight fibrosis about the divided ends of the duct. Two of the 3 animals in 
which a segment of the thoracic duct was excised and the proximal stump 
implanted into the azygos vein made an uneventful recovery. An autopsy 
two weeks later disclosed patency of the communication. The third animal 
died on the sixth postoperative day and at autopsy an empyema and bilateral 
pneumonia were found. The anastomosis between the thoracic duet and 
azygos vein was patent, 

Simple ligation of the thoracic duct at any level in the dog is usual- 
ly followed by no untoward effects. In man ligation of the duct in the cervical 
and upper thoracie portion has been successful. In ligation of the lower 
third where the collateral circulation is not as rich as in the upper, rupture 
may occur from a high intraductal pressure brought on by the acute obstruc- 
tion. It appears that in injuries of the lower part of the thoracic duct liga- 
tion is unsafe. Hf a primary repair of the injuried or severed duct cannot be 
accomplished, then implantation of the thoracic duct into the azygos or other 
suitable vein should be carried out. This treatment appears to be the most 
physiologic if primary repair cannot be accomplished. Such a procedure 
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was successfully carried out in a patient in whom the thoracic duct was inad- 
vertently severed during the course of a transthoracic thoracolumbar sym- 
pathectomy for hypertension. The clinical application of this method of 
surgical management of the thoracic duct injuries is not only applicable to 
those cases of traumatic chylothorax but may be of value in chylothorax due 
to obstruction from various causes (tumor, inflammation, thrombosis of sub- 
clavian vein, ete.) in the upper mediastinum. 8 references. 2 figures. 
Author's abstract. 


References to Current Articles 


Traumatic Chylothorax. A Review of the Literature and Report of a 
Case Treated by Mediastinal Ligation of the Thoracic Duct. R. 
Starr Lampson, Hartford Hospital, Hartford, Conn. J. Thoracic Surg. 
17:778-91, December 1948. 


19. Lung 


Pulmonary Resection for Chronic Lung Abscesses. Edward M. Kent, 
Pittsburgh, Pa. and Frank S. Ashburn, Rochester, Minn. J. Thoracic Surg. 
17:523-36, August 1948. 

Results obtained by pulmonary resection in 30 cases of chronic pul- 
monary abscesses are reported, 12 being multiple abscesses extending be- 
yond a single lobe, 7 multiple abscesses in the same lobe and 11 solitary 
abscesses. The first group were all treated by total pneumonectomy after 
conservative treatment failed. There was 1 death from pneumonitis. One 
patient developed a bronchial fistula which was closed by a_pedicled 
muscle flap covering the opening on the mediastinum. The fistula re- 
opened five weeks later and remains open though without serious dis- 
comfort. The remaining 10 cases had no complications and made full 
recoveries. The patients were usually made ambulatory as soon as they 
desired to get out of bed, the third to fifth day, and were discharged ten 
to sixteen days after operation. The second group were treated by lobec- 
tomy with | death from asphyxia caused by hemorrhage into the tracheo- 
bronchial tree from the diseased lobe as the chest was being opened. 
This patient had been under treatment for thifty-nine months for mul- 
tiple abscesses of the right upper lobe. Two drainage operations were 
unsuccessful and there had been daily hemoptysis for five months, some 
so severe that transfusion was necessary. The other eases made uncompli- 
cated recovery. The 11 cases in the third group were all treated by lobee- 
tomy. There were no deaths but two small bronchial fistulas developed with 
limited empyemas. All these patients recovered. Resection is preferred to 
surgical drainage for cases of single lung abscess because of the markedly 
decreased postoperative morbidity and apparently better end results. This 
is a small series and it is possible that greater experience will indicate a 
return to drainage because of the lesser risk. Resection is limited to old, 
chronic pulmonary abscesses and is not used in the treatment of delayed 
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healing of acute cases. The anesthetist is especially important in these cases 
and must promptly recognize and immediately remove secretions from the 
airways. The bronchoscope is frequently necessary because catheter aspira- 
tion is inadequate. Penicillin has been valuable in these cases by reducing 
pleural and wound infections. The individual ligation technic for pulmonary 
resection is however considered the most important factor in reducing post- 
operative suppuration, 3 tables. 5 figures. 


Solitary Pulmonary Abscess Treated by Primary Pulmonary Resee- 
tion. Jens L. Hansen, Oresundoshospital, Copenhagen, Denmark, Acta chir. 
Seandinay, 97:1-13, Sept. 30, 1948. 

In a series of 86 cases of putrid, solitary pulmonary abscess treat- 
ed in 1944 to 1946, 12 were treated primarily by radical resection; in 
addition radical operation was done in 2 cases of tuberculosis because 
of severe putrid mixed infection in the cavities. In these 14 cases, pneu- 
monectomy was done in 2 cases, segmental resection in | case and lobectomy 
in Il cases. The right lung was involved in 9 cases and the left lung in 
9 cases; the abscess was located in an upper lobe in 4 cases, in the middle 
lobe in 1 case and in a lower lobe in 9 eases. Operation was done within 
two months of onset of symptoms in only | case: in 7 cases, the duration 
of the disease was more than twelve months. The chief indications for opera- 
tion in the nontuberculous cases were duration of the disease. recurrence, 
severe pneumonitis with hemoptysis or a localization of the abscess that 
made simple drainage dangerous. All the patients were treated preopera- 
tively by postural drainage, penicillin and sulfonamides and bronchoscopy ; 
in | case, the abscess cavity was treated by aspiration and injection of peni- 
cillin and alphasol (a sulfonamide solution) through the bronchoscope. 
This method of treatment reduced the quantity and the foulness of the sputum 
in most cases. The patients were given blood transfusions and a diet high 
in calories and proteins. General anesthesia with tracheal intubation was 
emploved for operation, the intubation being done under local anesthesia. 
Eight of the 11 lobectomies were done by dissection: in 3 a tourniquet was 
applied to part of the lobe stalk. The bronchial end was sutured with steel 
and silk and usually also covered by pleura: the remaining pulmonary lobes 
were detached from the inside of the thoracic wall to aid expansion. Pneu- 
monectomy was done in | case because the abeess had spread from the 
upper lobe to the lower lobe: and in the other case. preoperative findings 
and palpation at operation indicated the possibility of malignancy. No 
malignaney was found, however. on histologic examination. Sulfathiazole 
and penicillin were applied to the operative field: the pleura was drained 
for two to four days in the eases of lobectomy and lobe resection: thora- 
centesis was done after pneumonectomy. Sulfathiazole and penicillin were 
given postoperatively and patients were placed in an oxygen tent for twenty- 
four hours. with earbogen inhalation every hour. There was | postoperative 
death in the series due to sudden cardiac insufficiency (cor pulmonale). 
The 2 patients with tuberculosis were definitely improved after operation, 
being relieved of profuse. putrid expectoration and hemoptysis: both died 
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within a year after operation (in these cases the operation was considered 
purely palliative). The other 11 patients are living and well: 9 were able 
to return to work about a month afier their discharge from the hospital: 
2 required outpatient treatment for two to three months. One patient. still 
has a small bronchial fistula, which causes such slight discomfort that she 
refuses operation. Brief case histories are given of the 14 cases. 6 references. 
9 figures. 

(Pulmonary resection for lung abscess should probably be reserved 
for cases with multilocular abscesses, associated bronchiectasis or suspected 
malignancy.—M., M. R.) 


Bronchial Carcinoma. R. C. Brock, Guy's Hospital London. England. 
Brit. M. J. 4581:737-39, Oct. 23, 1948. 

A plea is made for physicians to develop a consciousness of bronchi- 
al carcinoma in order that any departure from normal in a patient of cancer 
age may be thoroughly investigated for the possibility of malignant disease. 
Since the life expectaney of this patient is only six months from the time 
he firsts sees his physician, valuable time must not be lost in arriving at the 
diagnosis if the patient is still to be in the curable phase. The most significant 
and common early symptom is a cough, frequently a dry and unproductive 
one. Pain and dyspnea may appear, the pain being either pleuritic in type. 
a dull ache or a heavy unpleasant sensation. Daily or almost daily blood- 
stained sputum is near to being diagnostic. Frank hemoptysis is less common 
than streaking or staining of the sputum, The next most important group of 
symptoms are those caused by infection. These infections usually follow 
obstruction to a lobar or segmental bronchus and are often diagnosed as in- 
fluenza or pneumonia. Frequently wasting, anemia and deterioration of the 
health occur only when the infection behind the growth is well entrenched 
or chronic. In elderly patients, particularly, the initial symptoms may be 
a vague deterioration of health, weight loss, anemia and loss of strength. 
and lung symptoms if not absent may be so trivial that the lesion is recog- 
nized only in the course of an examination or if a search is made for it. 

The only physical signs highly suggestive of malignaney, discerni- 
ble with a stethoscope, are gross dullness not caused by fluid and stridor 
produced by partial bronchial occlusion, Careful palpation of the supra- 
clavicular glands is indicated. Involvement of the axillary glands occurs 
less often. Radiographic study affords the best means of early detection in 
the majority of cases but even if the findings are obscure, they should make 
further investigation mandatory. The next step is bronchoscopy. If the dia- 
nosis is still uncertain. examination of the sputum for malignant cells by 
Dudgeon’s (1936) wet-film method may be helpful. Esophageal narrowing 
or distortion should be excluded by barium examination. Thoracotomy may 
be needed to establish the diagnosis: it offers the last logical clinical exami- 
nation since operability may also be assessed at this time. Between 194] and 
1947, 666 cases of bronchial carcinoma were seen. Thoracotomy was offered 
to 131 patients and accepted by 125, of which 50 were found to have an in- 
operable growth. Of the remaining 75 patients, 63 were treated by pneu- 
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monectomy and 12 by lobectomy. For the entire seven year period, the 
average operability rate was 1] per cent but in the last three years of the 
period, this rate was 16.5 per cent. Lobectomy is used only in properly 
selected cases. These patients are elderly, present a peripheral or parenchy- 
matous type of growth and have an apparently clear hilum. The usual treat- 
ment of choice is an intrapericardial, block-dissection pneumonectomy. Here 
the pericardium is opened widely and that part of the sac surrounding 
the hilar structures is removed with the lung. There follows a complete 
block dissection of all the accessible mediastinal glands from the super- 
ior thoracic inlet down to and including those in and about the main bron- 
chi and continuing down to the level of the diaphragm. As yet suffici- 
ent time has not elapsed for determining whether this block dissection is 
more effective than the less radical operation, Of the 101 patients treat- 
ed by either lobectomy or pneumonectomy, 55 are now alive and well 
(1 for over nine years; 3 over seven; 2 over six; 2 over five; 10 over 
three; 7 over two; 1] over one; and 19 under one year). 9 references. 


Bronchial Adenoma. Carlton R. Souders and J. W. Kingsley, Jr., Lahey 
Clinic, Boston, Mass. New England J. Med. 239:459-66, Sept. 23, 1948. 

Bronchial adenoma constituted 6.9 per cent of 217 histologically 
proved primary bronchial tumors encountered at the Lahey Clinic over 
an eighteen year period. Adenomas probably originate from bronchial 
glands or duets and growth occurs both into the bronchial lumen and 
extrabronchially. Most adenomas arise in a primary bronchus where 
they can be visualized through the bronchoscope. Its characteristic ap- 
pearance usually serves to differentiate bronchial adenoma from bron- 
chiogenie carcinoma. Bronchial adenoma is a potentially malignant tumor 
hut the malignancy is of low grade. The 15 patients ranged in age from 
15 to 59 years 9 were under 40. Eight patients were females. The average 
duration of symptoms was 2.7 years. Chronic cough, hemoptysis and repeat- 
ed pulmonary infections were the outstanding symptoms. Physical signs 
were dependent upon the degree of bronchial obstruction and the extent of 
pulmonary involvement distal to the tumor. Atelectasis, a tumor mass, in- 
flammatory infiltration and unilateral bronchiectasis were the most common 
roentgenologic findings. Positive diagnosis rests upon bronchoscopic visuali- 
zation and biopsy. Local removal may suffice for pedunculated adenomas 
without extrabronchial extension and without irreparable pulmonary destruc- 
tion; recurrence may necessitate surgical resection. Inasmuch as resection 
removes the infeeted lung tissue behind the obstructing adenoma as well as 
the entire tumor and prevents malignant degeneration, it is the treatment 
of choice in the majority of cases. Endoscopic removal was successful in 
3 cases: in 2 others pulmonary resection was done because of recurrence 
or pressure from the extrabronchial growth. In all, 11 patients underwent 
lobectomy or pneumonectomy, with relief of symptoms. There were no deaths 
in the series. 18 references. 1 table. 7 figures.—Author’s abstract. 
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A Method of Bronchial Occlusion for the Prevention of Transbronchial 
Spread During Lobectomy and Pneumonectomy. Clinical Appear- 
ance. James D. Moody, Duke University School of Medicine and 
Duke Hospital, Durham, \. C. J. Thoracie Surg. 17:681-89, Octo- 
her 19148. The instrument employed in this method is an endobronchial 
balloon (successfully used in 23 cases) and the technic developed 
includes preoperative and postoperative care and the insertion and 
placement of this balloon, 13. references. 6 figures. 

Cavernous Angioma of the Right Lung. 1. Boerema and R. P. Brilman, 
Amsterdam, Holland. J. Thoracic Surg. 17:705-78, October 1948. 
The rarity of this condition makes the history, diagnosis and treat- 
ment of such a case of particular interest. This 10 year old boy 
was treated by excision of the upper and middle lobes of the right 
lung. local excision seeming impossible. Recovery was rapid and 
the child was able. for the first time. to lead a normal life. 5 refer- 
ences. © figures. 

Anomalous Pulmonary Vessels. Richard Douglass. Hermann M. Biggs 
Memorial Hospital. Ithaca, J. Thoracic Surg. 17:712-16. October 

1948. This report includes tabulations of the anomalous pulmonary 

arteries and veins in the anatomie pathologie literature: 
1} cases found during surgery: and summaries of 10 cases previously 
reported by surgeons. 15 references. 3. tables. 

Decortication of the Nonexpandable Postpneumothorax Tuberculous 
Lung. Daniel A. Mulvihill and Robert Klopstock, Triboro Hospital. 
Jamica. New York. J. Thoracie Surg. 17:723-42. December 
1918. 

The Role of Pleural Exudation in Infection Following Pneumonectomy. 
An Experimental Study. John T. Small and George M. Higgins. 
Mayo Foundation, Rochester, Minn. Surgery 24:628-16. October 
1948. 

Endobronchial Polypoid Hemartochondroma. Review of the Literature and 
Report of a Case. R. W. Postlethwait, Winston. Salem and R. F. 
Hagerty and J. C. Trent. Durham, N. C. Surgery 24:732-38. October 

1948. 


20. Mediastinum 


Cervicomediastinal and Mediastinal Cystic Hygromas. Robert EF. 

Gross and Elliott S. Hurwitt, Children’s Hospital, Peter Bent Brigham Hos- - 
pital and the Harvard Medical School, Boston, Mass. Surg.. Gynec. & Obst. 
87:599-610. November 1948. 

Two cases of cervicomediastinal lesions and | case of mediastinal - 
eyst. all of which were successfully managed. are reported, Cystic hygromas 
fall under the heading of congenital malformations. The mechanism by 
which hygromas may be found in the mediastinum, with or without a cervical 
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component, is not entirely understandable. When there is no demonstrable 
cervical connection, the possibility of an independent origin within the 
mediastinum must be admitted although a cervical component might con- 
ceivably have been present originally. Hygromas are usually multilocular 
and, characteristically, are thin-walled structures lined by endothelium. 
Ordinarily the fluid is thin and colorless. Structures ranging from con- 
nective tissue and strands of smooth muscle to fat, blood vessels and nerves, 
may be incorporated in various portions of the cyst walls, and this intimate 
involvement of such tissues is the cause of what may be almost insurmount- 
able technical difhculties in surgical dissection. Although the terms cavern- 
ous lymphangioma and cystic hygroma are considered descriptive of the 
same pathologic process or malformation, the latter is felt to designate a 
lesion with a greater tendency toward development of compartments of 
large size. 

Hygroma is most commonly noted at birth, the soft poorly defined 
swelling usually being located in the posterior cervical triangle. However, 
the mass may occur at any point from just above the clavicle to beneath the 
mastoid process. Symptoms are rarely present and when they are they 
result from displacement of the trachea or esophagus. In addition to physi- 
cal examination, a roentgenographic examination of the chest is indicated 
and the finding of a soft tissue shadow in the neck connecting with a mass in 
the medastinum or upper pleural cavity should suggest a common etiologic 
hackground., Periodic fluctuation in size is not uncommon in cervieal hy- 
gromas but it is more characteristic of cervicomediastinal lesions. Dysphagia 
or dyspnea cannot be well correlated with the presence of a mediastinal com- 
ponent. Hygromas should be removed. not only because of their unsightliness 
and oceasional tendeney to cause respiratory embarrassment but because 
they often become infected during respiratory infections and though the 
infection may subside under chemotherapy or incision and drainage, there is 
great risk of an overwhelming local or blood stream infection. Differential 
diagnosis is best made by thoracotomy and definitive treatment is best carried 
out under these circumstances. Usually excision causes little difficulty but 
dissection may be hazardous if a cystic mass has insinuated itself between 
mediastinal structures. [Tf such nerves as the vagus and phrenic nerves are 
completely surrounded by hygromatous tissue, minute particles of this tissue 
may have to remain if the integrity of the nerves is to be preserved. The 
outcome will probably be successful since these small bits of tissue may 
become sclerosed. 

Cervicomediastinal hygromas are best managed (in the absence of com- 
plicating factors requiring immediate attack on the intrathoracic portion ) 
by meticulously dissecting and removing the cervical cyst or cysts, taking 
care to preserve important anatomic structures. The advantage to this order 
of procedure is that the dissection may be continued down through the 
thoracic inlet and all or part of the thoracic hygroma removed. The rem- 
nants left within the chest may be treated by subsequent thoracotomy: or 
by continuing the initial operation by introducing sclerosing agents down 
through the cervical wound. With this latter technic the remaining thoracic 
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cysts may be broken into and then swabbed out with some irritating substance 
(tincture of iodine) which will destroy the lining membranes. In such in- 
stances a soft rubber drain should be gently introduced down into the depths 
of the wound and kept in place as long as there is any drainage. Singleton 
and Goetsch were successful with the use of roentgenotherapy to the medas- 
tinum following excision of the cervical portion while Portman reported 
favorable results from the application of radon seeds to the mediastinal 
remnants. The 3 case reports are presented in detail. 32 references. 2 
tables. 11 figures. 

(Cervical hygromas present extremely difficult technical problems. As 
indicated above it is frequently impossible to remove ramifications of the 
tumor around the great vessels, brachial plexus, etc. but minute surviving 
remnants may become so enmeshed in scar tissue as to remain static.— 
M.M.B. ) 


21. Heart 


Vascularization of the Myocardial Capillary Bed by Arterialization 
of the Cardiac Veins. An Experimental Study. John D. Stenstrom, Victoria. 
B.C., Canada, Canad. M. A. J. 59:420-26, November 1948. 

Three hundred and fifty-six operations (anastomosis between a systemic 
artery and the coronary sinus plus coronary artery ligation) done on 240 
dogs indicated that arterial blood can be sent to the myocardial capillary 


hemorrhage from rupture of cardiac veins. A frequent complication is 
occlusion of the anastomotic stoma by thrombosis. This anastomosis has 
reduced the ventricular fibrillation death rate resulting from ligation of the 
anterior descending branch of the left coronary artery; it also has prevented 
infarction in fourteen hearts and reduced the size of the infaret in thirteen 
hearts. 13 references. 5 tables. 4 figures. 


References to Current Articles 
Ectopia Cordis. Report of a Case with Attempted Operative Correction. 
Francis Byron, University of Michigan Hospital, Ann Arbor, Mich. J. 
Thoracic Surg. 17:717-22, October 1948, In the light of the findings in 
the case of this 18 hour old child (delivered at term after normal preg- 
nancy) with ectopia cordis, and 4 other cases seen by other authors, 
correction of the defect does not seem feasible in the present case 
because there was no normal skin inferior to the heart, no pericardial 
sac and the heart could not withstand displacement from the vertical 
position, 13 references. 2 tables. 4 figures. 
Surgery of Congenital Heart Disease. Maurice Campbell, Guy's Hospital 
and National Hospital for Diseases of the Heart. London, England. 
Brit. M. J. 4579:669-71, Oct. 9, 1948. Patent ductus arteriosus and - 
coarctation of the aorta are discussed briefly, and the diagnosis. prog- 
nosis, surgical treatment and results of the treatment in cases of evanotic 
congenital heart disease are considered in some detail. 7 references. 


ig 
€ 
a 
4 
| 
’ 


QUARTERLY REVIEW OF SURGERY 141 


Paracentesis in pyopericardium. W. Eric Gibb, St. Bartholomew's Hospital. 
London, England. Lancet 2:891-92, Dee. 4, 1948. 

Amputation of the Canine Atrial Appendages. H. K. Hellerstein, E. Sinaiko 
and M. Dolgin. Michael Reese Hospital, Chicago, Ill. Surgery 24:719- 
23, October 1948. 


22. Esophagus 


The Treatment of Congenital Atresia of the Esophagus from a Tech- 
nical Point of View. Philip Sandblom, Kronprinsessan Lovisas Barnsjukhus, 
Stockholm, Sweden. Acta chir. Seandinay. 97:25-34, Sept. 30, 1948. 

In 4 cases of esophageal atresia, a one-stage operation with direct 
anastomosis was employed. In the first case, the anastomosis failed and 
the two segments separated with formation of an abscess that opened through 
the wound; the infant died three weeks after the operation. In the other 
3 cases, some changes were made in the technic. General, instead of local, 
anesthesia was used, which definitely facilitated the operation. The use of 
inlying catheters through the anastomosis, was avoided. The upper segment 
of the esophagus, after mobilization, was pulled down and attached with 
silk sutures to the perivertebral fascia, as suggested by Swenson. After 
the anastomosis was completed, fluid was injected under pressure through a 
catheter into the upper segment; this made it possible to recognize and repair 
any leak in the anastomosis; and also indicated if there was free passage 
into the stomach. In 1 of these cases, in which a portion of the undeveloped 
lower segment was resected in order to make the anastomosis to a wider 
and stronger portion of this segment, there was a slight break in the anasto- 
mosis with some leakage but the fistula closed in a few days and the child 
made a good recovery. In the other 2 cases, the anastomosis was carried 
out to a narrow, thin lower segment but without tension, and the results were 
excellent with a gradual adaptation of the lower segment. In 3 cases of con- 
genital atresia of the esophagus. direct anastomosis was impossible or in- 
advisable because of the distance between the two segments. In order to 
avoid a multiple stage operation, a loop of the intestine (transverse colon) 
was used to unite the upper segment of the esophagus with the stomach in 1] 
case; in the second case, a direct esophagogastrostomy (Sweet's method ) 
was tried but in both these cases the child died of cardiac failure after the 
anastomosis was completed. In the third case a routine multiple-stage 
procedure was performed but the hypoplasia of the stomach was so pro- 
nounced that a catheter could hardly be sutured into it; recurrence of the 
tracheal fistula and death resulted. In cases where direct anastomosis of the 
segments of the esophagus cannot be done, the author believes that Sweet’s 
method of esophagogastrostomy has the best prospect of success. In the 
author’s case in which this operation was done, the child was in poor con- 
dition. 12 references. 3 figures. 
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Diverticula of the Thoracic Esophagus. Herbert D. Adams, Lahey 
Clinic, Boston, Mass. J. Thoracic Surg. 17:639-45, October 1948. 

Diverticula of the thoracic esophagus are classified into traction and 
pulsion types. This paper consists primarily of a discussion and presenta- 
tion of a series of cases of intrathoracic pulsion type diverticula. The clinical 
course and symptomatology are characteristic and are related to a progres- 
sive mechanical obstruction of the esophagus producing pain, dysphagia and 
regurgitation. In the more advanced stages of the obstruction there is an 
associated profound nutritional disturbance. The traction type is most com- 
monly seen in the midesophageal region associated with the hilar regions 
of the lungs and the various inflammatory and malignant lesions seen in this 
area. They are produced by an extension of an adjacent inflammatory re- 
action to the wall of the esophagus with traction and outpocketing of the 
entire thickness of the wall of the esophagus. In this type the sae rarely 
hangs down in a dependent position in relation to the esophagus and rarely 
becomes large enough to angulate or obstruct the esophagus and cause symp- 
toms. Surgical intervention, therefore, is not indicated except when there 
are other complications such as periesophageal! abscess, stricture or bron- 
chial fistula. An operative approach for the management of these com- 
plications is presented. The pulsion type of thoracic diverticula are similar 
clinically to those frequently seen in the esophagopharyngeal region. These 
diverticula produce symptoms and nutritional decline of the patient owing to 
the dependent position of the sae which fills with liquid and food and grad- 
ually becomes large enough to produce mechanical angulation and ob- 
struction of the esophagus. Only surgical treatment can be expected to give 
these patients relief of their serious symptoms. Before the advent of peni- 
cillin, and the danger of mediastinitis associated with esophageal surgery 
was thereby eliminated, 3 patients with large pulsion diverticula of the 
thoracic esophagus were operated upon and diverticulopexy was done. The 
mediastinum was opened, the diverticulum carefully mobilized and the apex 
of the sae was elevated along the long axis of the esophagus and sutured 
with fine =ilk to the pleura at its highest possible point of elevation, This 
permitted free drainage of the sac and prevented food from accumulating 
in the diverticulum and producing the obstruction. These patients were all 
completely relieved of their symptoms. Since penicillin and streptomycin 
became available these patients are now operated upon by a transpleural 
resection of the diverticulum in one stage. Five of such resections have been 
done without mortality or complications. with complete relief of symptoms. 
The technic is described and this operation is recommended for all patients 
suffering from symptoms of esophageal obstruction which arises from pul- 
sion diverticula of the thoracic esophagus. 6 figures.—duthor’s abstract. 


The Surgical Treatment of Carcinoma of the Thoracic Esophagus. 
The Technie of Transthoracic Thoracolaparotomy with Esophageal Re-ec- 
tion and High Esophagogastrostomy. Lyman A, Brewer, 111 and Frank S. 
Dolley. Los Angeles, Calif. West J. Surg. 56:517-28. October 1948. 

This report includes a review of the diagnostic features pathologie con- 
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siderations and present methods of high esophageal resection and anasto- 
mosis in cases of esophageal carcinoma, as well as a discussion of the 23 
cases subjected to transthoracic exploratory thoracolaparotomy during the 
years 1946 and 1947. Transthoracic thoraco-abdominal surgical explora- 
tion is indicated for patients with esophageal carcinoma provided they can 
be made suitable candidates for surgery and provided there is no evidence 
of extension of the tumor. Preparing these patients for surgery is largely 
a problem of correcting nutritional and vitamin (particularly C and B com- 
plex) deficiencies. Gastrostomy for the purpose of preoperative feedings 
is unwise since this procedure complicates mobilization for high anastomosis. 
Oral sepsis must be eliminated. Antibiotics are started two to four days 
preoperatively except in cases of chronic bronchitis when they are started 
several weeks preoperatively. The drugs of choice are penicillin, 50,000 
units every three hours; streptomycin, Gm. 1 or 2, daily; and for a pro- 
ductive cough, aerosol penicillin, 25,000 units combined with 1 per cent 
neosynephrin or some wetting agent, in four daily doses. If pulmonary 
edema is anticipated in potential cardiac patients, a sodium ash diet is given 
preoperatively. A careful evaluation of the cardiac status is imperative 
before surgery. While quinidine sulfate is not used prophylactically for 
the prevention of cardiac arrhythmias, intravenous procaine during surgery 
has been used for this puropse. Routine digitalization is not used. Digitalis 
is administered only when there are definite indications for its use. Ether- 
oxygen, skillfully administered by the intratracheal technic, has been ex- 
tremely satisfactory. When working about the aortic arch and heart, in- 
travenous novacaine tends to reduce cardiac irregularity. The administra- 
tion of large amounts of saline solution is avoided prior to blood transfusion 
which is started at the beginning of, and continued throughout, the operation. 
A nasal Levine tube is introduced into the esophagus down to the point of 
obstruction. After the patient is placed on his right side with his back at 
right angles to the operating table, an S-shaped incision is made beginning 
at the fifth rib posteriorly, continuing parallel to the spine as far as the 
seventh rib and then anteriorly along this rib to the anterior axillary line at 
which point the incision turns downward to the eighth rib. A long segment 
of the seventh rib from the transverse process to the coastal cartilage is 
removed. The operability of the lesion is determined (without injuring the 
blood supply) by exposing the esophagus, carefully inspecting the left main 
bronchus and aorta and examining the abdominal cavity through a horse- 
shoe shaped incision in the diaphragm. 

If the lesion is resectable, the stomach is mobilized sufficiently to pre- 
vent tension on the suture line. The key to this extensive mobilization is the 
exposure of the left gastric artery and vein. Next mobilization of the 
esophagus is carried out an esophagogastric anastomosis made, the technic 
being that of Sweet in which there is an open anastomosis between the 
esophagus and stomach with a layer closure of interrupted fine silk sutures. 
The second layer of silk sutures which unites the mucosa of the esophagus 
with the mucosa of the stomach is the layer upon which the success of the 
anastomosis depends. Clamps are never to be placed upon the esophageal 
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mucosa at the site of the anastomosis. Usually the stomach can be brought 
up above the level of anastomosis and sewn at this point. thus taking all 
tension off the suture line. After completion of the anastomosis, the Levine 
tube is pulled up |! inches above the suture line, the diaphragm is closed 
about the stomach (penicillin, 100,000 units in abdominal cavity) with 
interrupted silk sutures (stomach lies posteriorly in esophageal hiatus). 
Drainage of the pleural cavity is achieved through intercostal tubes in the 
third interspace anteriorly and the eighth interspace posteriorly, prompt 
expansion of the lung occurring when these tubes are connected with a simple 
under water drainage system. Prior to closure of the chest wall. the pleural 
cavity is washed out with saline solution and the fifth to ninth intercostal 
nerves are crushed to minimize pain. Postoperative care is directed toward 
the prevention, or treatment of intrathoracic complications. The 2 deaths 
oceurred in patients who had undergone resection of tumors above the 
aortic arch. Both showed arteriosclerotic heart disease and auricular fibril- 
lation before operation. In the 65 year old man, a mediastinal defect was 
not closed and pleural fluid accumulated in both pleural cavities. The 
partial atelectasis lowered the vital capacity to the point where, with the 
poor cardiac reserve, death followed. In the 69 year old man, pleural 
effusion and pulmonary edema were the causes of death. Since only 9 of 
the 23 patients in this series had resectable tumors, the operability incidence 
was 36 per cent. Patients with a successful resection of the tumor and an 
esophagogastrostomy are able to swallow without difficulty, are unaware 
that the stomach rests high in the thoracic cavity and are able to carry on a 
normal life. 27 references. 10 figures. 
J. O. Bigger. 


Displacement of the Esophagus into a New Diaphragmatic Orifice in 
the Repair of Para-Esophageal and Esophageal Hiatus Hernia. K. Alvin 
Merendino, University of Washington Medical School, Seattle. Wash. and 
R. L. Varco and Owen H. Wangensteen, University of Minnesota Medical 
School, Minneapolis, Minn. Ann. Surg. 129:182-97, February 1949. 

Certain aspects of the incidence, symptomatology and the diagnosis 
of paraesophageal and esophageal hiatus hernia have been discussed briefly. 
In the past, the surgical reconstruction of the esophageal hiatus has consisted 
of displacement of the esophagus posteriorly against the vertebral column 
with a plication of the tissue about the diaphragmatic defect anteriorly and 
laterally, utilizing various types of suture material. The disadvantages of 
this tvpe of repair are related to the scarcity of tissue of sufficient good 
quality to close the defect, the presence of a residual space posteriorly and 
the utilization in the repair of tissues previously unable to withstand the 
existing stresses and strains. The authors present the concept of anterior 
and left lateral displacement of the esophagus into the original defect. 
closure of the diaphragm posteriorly and the suturing of the stomach im- 
mediately distal to the esophagogastric junction to the edges of the diaphragm 
with fine silk sutures. When the tissues of the right and left diaphragmatic 
crura are not satisfactory for suture, extending the incision into the anterior 
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portion of the left leaf of the diaphragm and displacing the esophagus into 
the anterior portion of this newly created bed makes available additional 
healthy tissues for the repair posteriorly. In this fashion, a new esophageal 
hiatus is created and the repair is performed in the same fashion as detailed 
above. This method of repair fulfills all the requisites for a satisfactory 
hernioplasty, namely, displacement of the conduit (in this instance the eso- 
phagus) away from the weakened structures utilization of healthy tissue 
in an anatomic reconstruction of the area, and the use of a nonabsorbable 
suture. This type of hernioplasty can be effected with ease either trans- 
thoracically or transabdominally or by a combined approach. Thirteen 
cases (9 transthoracic; 3 transabdominal; 1 transabdominothoracic) have 
been presented in which this type of repair was used. No recurrence has 
heen observed. Certain advantages and disadvantages of the various ap- 
proaches have been reviewed. When the approach is optional, undoubtedly 
the transthoracic approach offers the operator the most satisfactory exposure 
and the best opportunity to perform a good anatomic repair. However, in 
cases in which a coexistent surgical disease is present in the abdomen, one 
should utilize the abdominal or combined approach. 13 references. | 
table. 5 figures.—Author’s abstract. 


References to Current Articles 


Congenital Tracheoesophageal Fistula Without Esophageal Atresia. Cameron 
Haight, University of Michigan Medical School, Ann Arbor, Mich. J. 
Thoracie Surg. 17:600-12, October 1948. When this anomaly is sus- 
pected, both tracheoscopy and esophagoscopy should be used and 
roentgen examination carried out with the patient in the prone position. 
In the case of the four year old boy described, an extrapleural approach 
was used for closure of this congenital anomaly. The fistula was tran- 
sected and the tracheal and esophageal openings closed by suture. The 
child is asymptomatic after eight months. 24 references. 6 figures. 

Spontaneous Rupture of the Esophagus. Thomas J. Kinsella, Russell W. 
Morse and Ambrose J. Hertzog, Minneapolis, Minn. J. Thoracic Surg. 
17:613-31, October 1948. This report covers the symptoms, diagnosis. 
differential diagnosis, prognosis and mechanism of perforation and 
includes 5 detailed cases reports (autopsy findings included). The 
youngest patient was 16, the oldest, 74 years of age. 83 references. 
+ figures. 

Spontaneous Rupture of the Esophagus. Report of One Case, with Recovery. 
Julian A. Moore and James D. Murphy, U.S. Veterans Hospital, Oteen. 
N.C. J. Thoracic Surg. 17:632-38, October 1948. The diagnostic 
aids and methods of treatment for esophageal rupture are presented. 
This 33 year old man recovered completely and a roentgenogram 
showed a normal esophagus, following repair. 6 figures. 

Plastic Repair of Congenital Esophageal Stenosis. Philip Sandblom, Kron- 
prinsessan Lovisas Barnsjukhaus, Stockholm, Sweden. Acta. chir. Scan- 
dinay. 97:35-41, Sept. 30, 1948. Describes a method of plastic repair 
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of congenital esophageal stenosis, and reports | case in which the opera- 
tion was done with satisfactory results. 21 references. 4 figures. 

Benign Stricture of the Lower Oesophagus Treated by Resection and Oesoph- 
ago-Gastric Anastomosis. C. D. Keeley. Westminster Hospital, Lon- 
don, Ont.. Canada. Canad. M. A. J. 59:369-70, October 1948. 


23. Breast 


Inflammatory Carcinoma of the Breast. Alfred C. Meyer, Malcolm B. 
Dockerty and Stuart W. Harrington, Mayo Foundation and Mayo Clinic, 
Rochester, Minn. Surg., Gynec. & Obst. 87:417-24, October 1948. 

That certain malignant lesions of the breast may simulate inflammation 
clinically has long been a matter of common knowledge to both clinicians 
and pathologists. To denote its resemblance to inflammation the condition 
has been variously called mastitis, carcinomatosa, carcinomatous mastitis, 
carcinoma mastoides, erysipeloid carcinoma and inflammatory carcinoma. 
It has also been called acute cancer, telangiectatic carcinoma and subepider- 
moidal carcinoma. Approximately 7,000 consecutive cases of malignant 
lesions of the breast encountered at the Mayo Clinic form 1933 through 
1945 were studied. From this series of cases 74 were finally selected, which 
seemed to be characteristic of a specific type of malignancy. Of the 7,000 
cases reviewed, 74 were classified as inflammatory carcinoma, an incidence 
of about 1 per cent. Contrary to what has previously been found, the women 
in this series were not if the younger age group but conformed to the age in- 
cidence of the usual carcinoma of the breast: the youngest being 32, the 
oldest 72 and the average age 52. In this series the left breast was affected 
almost twice as frequently as the right. While in no case were both breasts 
affected simultaneously with inflammatory carcinoma, 12 per cent of the 
group sooner or later developed carcinoma of the opposite breast, although 
not necessarily of the inflammatory type. This is about twice the expected 
incidence with bilateral breast carcinoma. Twenty-four of the 74 patients 
had never been pregnant. Only 1 was recently pregnant and still lactating. 
As implied by the descriptive names given to this condition the clinical signs 
are largely those of inflammation. So much did the condition in some of 
these breasts resemble an inflammatory process that it was erroneously and 
perhaps tragically treated as such in 14 of the 74 cases (18.9 per cent). The 
usual sign of carcinoma of the breast is a tumor but in these cases a tumor 
could only be palpated in 45 per cent. Physical examination commonly 
revealed either nothing or a diffuse induration extending through much or 
all of the breast: and even when a tumor was palpable, it was usually so 
large that it included almost all of the breast. Carcinoma does not usually 
cause an increase in size of the breast but in over half of these cases the 
affected breast was symmetrically enlarged as compared to the one on the 
opposite side. The skin of these breasts was red and edematous particularly 
when the patient was standing. The redness and edema varied from being 
hardly perceptible to an angry red edema of the breast and sometimes of the 
entire chest wall. These findings receded somewhat on recumbency. 
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Grossly the affected breasts were all large, and the discoloration and 
edema observed clinically were apparent in the specimens. The skin was 
remarkably thickened on cut section and the tumor was so widespread that 
in only 19 cases could a discretely localized tumor be found. Microscopical- 
ly the most pertinent finding was the invasion of the lymphatics. The lym- 
phatics in the ligaments of Cooper contained carcinoma cells and as these 
were followed to the skin, carcinoma could be found spreading through 
the subepidermal lymphatics at the level of the sweat and sebaceous glands. 
In some breasts every subepidermal lymphatic seemed plugged with cancer 
cells while in others many sections had to be cut before involved lymphatics 
could be found. Altogether carcinoma cells were found in lymphatics in 
86 per cent of the cases in which surgical exploration was carried out. The 
axillary lymph nodes were involved in 100 per cent of the cases. In no 
breast was there evidence of acute inflammation. The inflammatory ap- 
pearance was due to blockage of the lymphatics by carcinoma with conse- 
quent edema, increased pressure within the breast, and passive hyperemia. 
Sixty-one patients who did not have evidence of distant metastasis or fixation 
to the chest wall were subjected to radical mastectomy. The other 13 pa- 
tients, whose disease was obviously too far advanced for surgery, all died 
within two years. Among the cases operated upon 6 per cent were known 
to be alive at the end of five years and 1 was living and well at the end of 
nine years, indicating that although the prognosis is bad, it is not always 
hopeless. 41 references. 3 figures.—Author’s abstract. 


A Postoperative Mastectomy Dressing. Leo H. Pollock, Menorah Hos- 
pital, Kansas City, Mo. New England J. Med. 239:366-67. Sept. 2, 1948. 

After a strip of plain or elastic adhesive, 2.5 to 4.2 cm. in width, is 
flamed, it is applied by starting it at the lower aspect of the scapula, bring- 
ing it across the axilla fold anteriorly and upward with the other. Next 
the medial or upper skin flap is pushed toward the incision as the adhesive 
strip continues upward in the infraclavicular depression which results from 
the removal of the pectoral muscles and finally the strip crosses the ridge 
of shoulder to terminate over the upper portion of the scapula (thin sterile 
gauze may be put directly over that part of the incision covered by the 
adhesive). The procedure works equally well with a transverse or longitu- 
dinal incision. The most important feature of this method is the selective 
molding of the skin to the concavity in front of the head of the humerus, 
prior to the applications of outer dressings, for thus the amount of padding 
required to obliterate the dead space is minimized. Also the weight of the 
posterior axillary fold is supported, an important consideration in the obese 
or muscular patient, and cireular constrictions on the chest. produced by 
swathes, binders and the like are lessened. This type of strapping promotes 
healing should a defect develop in the suture line. If a heavy silk suture 
is attached to the end of the drain and fastened lineally to the lower edge 
of the outer pad, the drain may be removed without disturbing the outer 
dressings. 3 figures. 

(One of the editors has been using this method for years.—€D.) 
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Carcinoma of the Breast and Its Treatment. Cecil Wakeley, King’s 
College Hospital, London, England. Brit. M. J. 4578;631-35, Oct. 2, 1948. 

The author believes that there is no lymphatic connection between the 
breast and supraclavicular glands except via the upper intercostal spaces 
and the internal mammary glands. In the author’s opinion there is no con- 
nection between the axilla and the supraclavicular glands. On this belief 
hangs the modern conception of radical mastectomy. The conservation of 
the clavicular head of the pectoralis major muscle implies that no lymphatic 
vessels pass from the breast to the supraclavicular glands in front of or 
behind the clavicle. Involvement of the supraclavicular glands therefore 
means that intrathoracic extension of the disease has taken place and the 
condition is therefore inoperable. Although the lymphatics of the breast are 
numerous there are very definite pathways which determine the spread of 
the disease. The lymphatics from the upper and outer quadrant drain into 
the axillary glands. Those from the lower and outer quadrant drain for 
the most part into the axilla but a few may drain to the lymphaties of the 
abdominal wall to the umbilicus and so via the ligamentum teres to the 
liver. The lymphatics of the inner quadrants of the breast drain via the 
intercostal spaces into the internal mammary glands and the anterior media- 
stinum and so into the supraclavicular glands. Some lymphatics may pass 
across the middle line to the opposite breast, while a few may pass to the 
para-mammary glands and to the abdominal lymphatics. The author states 
that in stage | cases radical surgery alone is the best form of treatment. In 
stage 2 cases preoperative roentgenotherapy should be followed by radical 
mastectomy. In stage 3 cases roentgenotherapy is the treatment of choice. 
In stage 4 cases large doses of testosterone should be given 1,000 mg. a 
day for a week or ten days. The author performs radical operation in 
which the axilla is dissected first and lastly the breast is removed by dealing 
with the branches of the internal mammary artery as they leave the chest 
wall. In conclusion he states that the commonest error in treatment is to 
underestimate the extent of the disease and under-operate or under- irradiate. 
references.— abstract. 

(The work of Stiles on metastases from breast carcinoma is interesting 
in this connection.—ED. ) 


Considerations of Diagnosis, Surgical Treatment and After-Care of 
Breast Cancer. Arthur B. McGraw, Henry Ford Hospital, Detroit, Mich. 
S. Clin. North America 28:1277-88, October 1948. 

Early diagnosis of breast cancer may become more common if women 
can be taught to examine their breasts once a month, between menstrual 
periods, for the purpose of detecting deviations from the usual. During 
clinical examination careful inspection, palpation and occasionally transil- 
lumination should be carried out. Sharp observation will sometimes dis- 
close the early and slight skin retraction from a scirrhous growth beneath. 
Unless the patient indicates the location of some abnormality. each breast 
should be palpated as a whole and then each quadrant in succession. The 
authors are opposed to diagnostic cannulization and retrograde injection of 
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the duets. Gentle examination for enlarged or indurated lymph nodes 
should be made in each axilla and supraclavicular region. If a mass is 
found, the physical features should be carefully recorded at once. One of 
the following conclusions will result from evaluation of positive clinical 
findings: (1) that the lesion is so much more like thickened breast tissue 
than any type of neoplasm or cyst; (2) that a short period of close observa- 
tion and waiting is justified; (3) that the lesion so obviously possesses the 
characteristics of cancer that the only contraindications to radical surgery 
are advanced stages of growth with fixation, severe concomitant disease and 
sometimes age; (4) that the lesion possesses no sure characteristic of cancer 
but more closely resembles a neoplasm or cyst than thickened breast tissue; 
therefore the patient's future can only be safeguarded by immediate biopsy 
excision of the lesion with a generous margin of contiguous normal tissue. 
This biopsy should not be done without the facilities for quick gross and 
microscopic diagnosis by a qualified pathologist and without the patient's 
permission for either simple, prophylactic mastectomy or immediate radical 
surgery. 

The following sequence of steps permits removal of a breast containing 
a cancer, together with the underlying pectoral muscles and the fatty-areolar, 
lymph nodes containing contents of the axilla, all in one piece but with mini- 
mal manipulation and compression of the tumor: incision; dissection of the 
lateral skin flap: dissection of the medial skin flap; exposure and section of 
insertion, clavicular origin and sternal origin (in that order) of the pector- 
alis major; section of insertion of pectoralis minor and coracoid fascia; dis- 
section of upper axilla; section of origins of pectoralis minor: dissection of 
lower axilla and removal of specimen; and closure (with or without skin 
graft). The incision employed consists of two linear portions above and 
below the breast that are poined by an elliptic portion which encircles the 
breast. The skin over the tumor whether or not attached, should be excised 
widely so that there is a margin of at least 5 cm. in every direction from the 
growth. Superficial veins should be clamped and ligated at once as encoun- 
tered. When biopsy excision is done, the incision must be so placed that it 
will not interfere with the incision for a radical mastectomy, while at the 
same time giving adequate exposure for easy dissection of the subcutaneous 
tissues without the need for forcible retraction or extensive undercutting. 
The biopsy incision should never be made a part of any larger incision. The 
previously outlined sequence of steps are discussed in detail. Wound healing 
is aided by adequate dressings and secure bandages. Elastic adhesive plas- 
ter maintains even pressure on a large fluffy gauze and mechanic’s waste 
dressing and prevents its shifting about on the skin. Completely encircling 
the thorax with an 8 inch gauze roll (left in place two to four days) prevents 
movement between skin flaps and chest wall. Preservation of arm motion is 
achieved by maintaining free painless passive motion of the head of the 
humerus in the glenoid cavity, free painless active motion following as a mat- 
ter of course. The day after operation, therefore, the patient is instructed 
to carry out only those active motions of the humerus that are short of arm- 
raising and to use the sound arm to help the affected arm in more extensive 
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passive movements. Patients who have undergone radical mastectomy 
should be seen every two to three months during the first year and every four 
to six months during the second year. Patients without involvement of the 
axillary nodes should be seen three times during the first year and twice dur- 
ing the second. 4 figures. 

( Ronetgenotherapy is cited in this paper as a palliative measure.—ED.) 


References to Current Articles 


Early Diagnosis and Treatment of Carcinoma of the Breast. Victor Riddell, 
St. George’s Hospital, London, England. Brit. M. J. 4578:635-39, 
Oct. 2, 1948. 

Carcinoma of the Breast. Stanford Cade, Westminster Hospital, London, 
England. J. A. M. A. 138:1083-87, Dec. 11, 1948. 


24. Diaphragm 


References to Current Articles 


Diaphragmatic Hernia Following Subdiaphragmatic Vagotomy. A Case Re- 
port. John M. Beal, New York Hospital, New York, N. Y. Surgery 
24:625-27, October 1948. 


25. Abdominal Surgery 


The Right Thoraco-Abdominal Approach. John P. Heaney, Houston, 
Tex. and George H. Humphreys, New York, N. Y. Ann. Surg. 128:948-55, 
November 1948. 

The need for an approach to the contents of the right upper quadrant 
which would provide more satisfactory exposure of structures in that ana- 
tomic region has long been appreciated. It was the author’s belief that a right 
sided thoraco-abdominal incision accompanied by a radial incision in the 
diaphragm might offer the solution sought to this problem of exposure. Ac- 
cordingly after careful investigative work in the anatomy laboratory, the 
experimental operating room and the postmortem laboratory, the incision 
mentioned was used upon a very obese patient suffering from cholecystitis 
and cholelithiasis. A long oblique incision was made from the right mid- 
axillary line overlying the ninth interspace, downward and forward to a 
point just above the umbilicus. The incision was deepened through all layers 
to obtain entry into both thoracic and abdominal cavities. The diaphragm 
was then incised radially from the costal margin to the right dome after 
which a Finochietto retractor was inserted and spread. This permitted rota- 
tion of the liver upward into the lower thorax, thus adequately exposing the 
structures of the right upper quadrant in spite of the patient’s obesity (195 
pounds, height 61 inches). [Illustrations in the original article demonstrate 
this. The gallbladder removal was simplified by the exposure obtained. The 
postoperative course was favorable and the patient has remained well. 

As a result of their experiences the authors believe that this incision 
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might be employed to advantage in: (1) unusually obese patients who re- 
quire biliary surgery; (2) selected plastic operations upon the biliary tree; 
(3) the performance of pancreaticoduodenectomy upon obese patients; (4) 
the performance of true portocaval anastomosis; (5) the resection of the 
right lobe of the liver (the inferior vena cava can be temporarily controlled 
above the liver as well as below): (6) in the rare cases where an inflamma- 
tory or neoplastic lesion transverses the diaphragm to involve both the right 
lung and right lobe of the liver: (7) cases of emergency when one has en- 
countered dangerous bleeding in operations upon right upper quadrant struc- 
tures through the abdominal route, the segmental mural and diaphragmatic 
components of the incision may be added to the ordinary abdominal inci- 
sions, thus providing greater exposure. Since the original work. the ap- 
proach has been used in numbers of patients for portocaval anastomosis, and 
pancreaticoduodenectomy with ever increasing satisfaction. The authors do 
not believe that it should supplant ordinary abdominal approaches in patients 
who can be dealt with as safely through the time-tried abdominal incisions. 
7 references. 6 figures.—Author’s abstract. 


References to Current Articles 


Primary Sarcoma of the Greater Omentum. Ralph T. Cunningham, Univer- 
sity of Wisconsin Medical School. Madison, Wis. Surgery 24:739-41, 
October 1948. 


26. Abdominal Wall 


See Contents for Related Articles 


27. Hernia 


References to Current Articles 


Repair of Femoral Hernia by a “Postage Stamp” Fascial Graft. H. A. Kidd, 
St. Helier County Hospital, Carshaltom, Surrey, England. Brit. M. J. 
4581 :745-46. Oct. 23, 1948. The technic of the “postage stamp” fem- 
oral graft is presented in detail. Of the 51 patients so treated since 
1938, 2 suffered recurrences of femoral hernia and 2 recurrences of 
direct inguinal hernia. 1 table. 

A Review of Femoral Herniae. With Special Reference to the Recurrence 
Rate of the Low Operation. Andrew G. Butters, The Royal Hospital, 
Sheffield. England. Brit. M. J. 4581:743-45, Oct. 23, 1948. The re- 
currence rate was found to be 3.3 per cent in a series of 120 cases 
treated by the low operation. The vital steps in the low operation are 
discussed as are the causes of femoral hernia. 

The Value Derived from Utilizing the Component Parts of the Transversalis 
Fascia and Cooper’s Ligament in the Repair of Large Indirect and 
Direct Inguinal Hernia. A Group of Cases. Dan C. Donald, Medical 
College of Alabama, Birmingham. Ala. Surgery 24:662-76. October 
1948. 
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28. Peritoneum 


See Contents for Related Articles 


29. Stomach and Duodenum 


The Surgical Treatment of Peptic Ulcer. George Crile, Jr., Cleveland 
Clinic, Cleveland, O. 5. Clin. North America 28:1123-37, October 1948. ; 

In the absence of strong contraindications all large gastric ulcers, all 
recurrent gastric uleers and gastric ulcers which persist despite medical 
treatment for a suffcient trial period (one month) should be resected. The 
criteria for healing are no demonstrable ulcer on roentgenologic or gastro- 
scopic examination, an absence of blood in the stool and complete subsidence 
of symptoms. When the average gastric ulcer occurs in the pylorus, antrum 
or pars media of the stomach, gastric resection is the treatment of choice. 
Vagotomy is not required unless the free acid values are high: however, 
vagotomy is desirable when the ulcer is located high in the stomach (malig- 
nancy must be ruled out by biopsy). For small ulcers treatment may con- 
sist of vagotomy, excision of the ulcer and gastroenterostomy, the last not 
being necessary unless the ulcer is on the lesser curvature or a portion of 
the lesser curvature must be removed. Vagotomy alone should not be done 
without at least a biopsy because of the danger of malignancy. Since duo- 
denal ulcer is chiefly a medical problem, surgical intervention is not justified 
without a fair trial of medical management, this latter being appropriate for 
about 85 per cent of such patients. Those treated by vagotomy are the pa- 
tients with intractable complications of duodenal ulcer. Two and one-half 
vears of experience with transabdominal vagotomy, combined with pyloro- 
plasty or gastroenterostomy for duodenal ulcer idicates that this procedure 
is safer than gastric resection; more effective in controlling the tendency 
toward recurrence; and attended by less morbidity and disability. Trans- 
abdominal vagotomy has been done in a series of 228 cases. Four deaths 
occurred, | of which was not attributable to the operation, giving a mortality 
a of 1.8 per cent. Of the 50 cases of gastric resection the results were excel- 
lent in 58 per cent; the patients improved in 29 per cent; and 13 per cent 
were considered failures. The corresponding figures for 50 cases of gastro- 


; enterostomy were 53 per cent; 33 per cent; and 14 per cent; for 50 cases 
of of vagotomy (vagotomy alone in 13 cases), 88 per cent; 10 per cent and 2 
e per cent. Smoking and alcohol have not been interdicted in this series of : 


patients nor have they taken antacids or followed a diet aside from the bland 

diet recommended for the first six postoperative weeks. The preferred treat- 

ment for jejunal ulcer is transabdominal vagotomy if obstruction cannot be ; 
demonstrated roentgenologically. In the presence of obstruction, vagotomy 

should be followed by the making of a new gastroenterostomy. Of the 17 

cases so treated and followed from one to twenty-eight months, none has : 
showed recurrence of symptoms. 


The advantages of the transabdominal route over the transthoracic 
Sa route are pointed out and the surgical anatomy of the vagus nerve is re- 
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viewed. Anesthesia may be general or high spinal supplemented by pento- 
thal. After the stomach is emptied by gastric suction, the Levine tube should 
be left in place to facilitate identification of the esophagus. The midline 
incision extends from the umbilicus to the xiphoid process. Prior to the 
vagotomy, a thorough exploration of the abdomen is necessary. The vagus 
may be adequately exposed by lifting the liver forward with a broad Deaver 
or malleable retractor. Identification of the vagus is not difficult since it is 
quite constant in location, is nonelastic and stands out like a violin string. 
palpable and frequently visible beneath the peritoneum, Its identity can 
he proved by following it upward through the esophageal hiatus in the 
diaphragm. The blood vessels of the stomach do not course in this diree- 
tion and the esophageal hiatus transmits no other structure from the thorax 
to the abdomen. The nerve is isolated by blunt dissection, a special instru- 
ment being passed through and above the diaphragm. Next the nerve is 
clamped with a Moynihan clamp, divided, and divided again several centi- 
meters lower. The pathologist examined the 2 to 5 cm. excised segment to 
prove its identity. The anterior vagotomy completed, the posterior vagus 
is located by palpation as a tense cord lying posterior to the esophagus in 
the areolar tissue. Sometimes it may seem to be more to the right than 
directly posterior to the esophagus and may be a surprising distance from 
the esophagus. After the nerve is identified and picked up by a nerve hook 
and dissected out (as with the anterior nerve), the operator must be positive 
that it passes upward through the esophageal hiatus since it might otherwise 
be confused with posterior vessels. Following denervation of its branches, 
a segment of the nerve is removed as in anterior vagotomy. Final examina- 
tion of the esophagus is necessary to exclude the presence of additional 
branches coming down from above the diaphragm. Pyloroplasty gastric re- 
section, gastroenterostomy or local excision of the ulcer is then carried out. 
Gastric suction should be maintained from one to four days, until the stom- 
ach is emptying satisfactorily. Retention is often encountered if vagotomy is 
not accompanied by some operation to drain the denervated stomach, even in 
the absence of obstruction. In obese patients exposure may be difficult and 
identification of the nerves is aided by slipping a Penrose drain or tape 
around the esophagus and drawing it downward. In some cases no large 
posterior vagus trunks could be found and hence several small nerves were 
located and divided. In 1 instance a blood vessel was cut by mistake but the 
bleeding was readily controlled. Insulin tolerance tests postoperatively are 
not useful since the regurgitation of bile into the stomach invalidates the 
test. 5 references. | table. 5 figures. 

(The author and his associates favor vagotomy over resection as a pri- 
mary procedure for duodenal ulcer and by careful following of their large 
series can shed real light on the place vagotomy will eventually occupy in the 
management of duodenal ulcer. He rightfully emphasizes the importance of 
complementary pyloroplasty or gastroenterostomy when vagotomy is used 
and also the advantage of the transabdominal approach not only for the per- 
formance of these complementary procedures but also to verify the presence 
of an ulcer.— J. M. W.) EN 
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Gastrojejunal Ulcer. Clinical Features and Late Results. James T. 
Priestley and Robert H. Gibson, Mayo Clinic, Rochester, Minn. Arch. Surg. 
56:625-41, May 1948. 

The cause of jejunal ulcer is similar to that of duodenal ulcer. Of the 
283 patients with jejunal ulcer operated on at the Mayo Clinie between 1937 
and 1942, duodenal ulcer was the antecedent lesion in 92.5 per cent and 
gastric ulcer in 1.4 per cent. At the present time, according to the literature, 
the average incidence of jejunal ulcer following gastroenterostomy is about 
15 per cent. An average of three and seven-tenths years elapsed between 
gastroenterostomy for duodenal ulcer and recurrent symptoms; after gastric 
resection the interval averaged one and seven-tenths years. A gastric resec- 
tion of sufficient magnitude to effect achlorhydria is least often followed by 
jejunal ulcer, but in addition to the amount of stomach resected there are 
other factors, one being that in making a gastrojejunal anastomosis a short 
proximal loop or jejunum is better than a long loop. A posterior type of 
gastrojejunal anastomosis allows use of a shorter proximal loop. Although 
theoretically high gastric resection associated with vagotomy should offer 
the greatest protection against jejunal ulcer, this procedure seldom appears 
indicated in the usual patient undergoing surgery for duodenal ulcer. How- 
ever, it may be advisable in the exceptional case. A presumptive diagnosis 
may be made if a patient, following surgery for duodenal ulcer, develops 
recurrent symptoms associated with bleeding. The conditions to be excluded 
are gastric carcinoma (rare), gastritis, functional dyspepsia and a malfune- 
tioning stoma. The pain of jejunal ulcer is less easily relieved by food and 
alkali than duodenal ulcer. Also with the former there is a greater tendency 
toward perforation and bleeding; however, obstruction is less common. 
Roentgenologic examination following the administration of barium is the 
most accurate (though not infallible) diagnostic aid. A negative result in 
gastroscopic examination cannot be regarded as significant. The most serious 
complication of jejunal ulcer is gastrojejunocolic fistula, the incidence in 
this series being 11.4 per cent. In these patients there was a high operative 
mortality (19 per cent) and ultimate results have been poor. The best re- 
sults in the treatment of jejunal ulcer have been achieved by disconnecting 
the gastroenteric stoma, excising the jejunal ulcer and performing adequate 
gastric resection of the posterior Polya type. Satisfactory results followed 
this procedure, over a five to ten year period, in 87 per cent who had previ- 
ously had a gastroenterostomy (less satisfactory in those with previous par- 
tial gastric resection). Of the 44 cases in which vagotomy was carried out, 
good immediate results have been evident in 19 of 24 previously undergoing 
partial gastrectomy and in 19 of 20 previously undergoing gastroenteros- 
tomy. There were no postoperative deaths in this group of 44 cases. Elimi- 
nation of the psychic phase of jejunal ulcer is felt to be the most definite 
indication for vagotomy. 13 references. 4 tables. 

(The authors found in this large series of jejunal ulcers that gastric re- 
section or re-resection gave a high percentage of satisfactory results. The 
early good results from vagotomy are significant and if longer observation 
bears out these satisfactory results vagotomy will have a definite field of use- 
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fulness in the management of peptic ulcer, namely in the treatment of jejunal 
ulcer in the patient with an unobstructed stoma and who is not bleeding.— 
J. M. W.) 


Laboratory Procedures in the Study of Vagotomy. (With Particular 
Reference to the Insulin Test). Franklin Hollander, Ph.D., Mount Sinai 
Hospital, New York, N. Y. Gastroenterology 11:419-25, October 1948. 

The laboratory procedures for gastric secretory activity which are being 
used in the current study of vagotomy in peptic ulcer are: (1) fractional 
analysis (Rehfuss); (2) night secretion; (3) histamine test; (4) insulin- 
hypoglycemia test; (5) single aspiration (Ewald); (6) HC] pain test, and 
gastric motility studies by (7) radiography; (8) ‘uoroscopy; (9) balloon- 
kymography. Rehfuss analyses usually employ alcohol, gruel or bouillon 
as test-meals, and are intended to reflect combined chemical and neural 
phases of secretion. However, their interpretations may be open to question 
and further investigation is necessary. Histamine is a potent gastric stimu- 
lus, showing whether or not the acid-secreting cells are capable of function- 
ing. Night secretion tests are thought to demonstrate the interdigestive neural 
phase of secretion and are done by continuous or intermittent aspiration. 
The disadvantage of the former method is its prevention of action of the 
duodenal inhibitory mechanism, whereas with the latter method, total acid 
and volume output cannot be determined. Both methods yield important 
information and both should be performed on each patient. Many questions 
arise concerning the insulin tests and an attempt is made to answer some of 
these. The test was designed to show the presence of any functionally effee- 
tive gastric secretory innervation. Regular insulin (20 units) is adminis- 
tered intravenously after collection of several control gastric specimens. One 
fasting and three postinsulin blood sugar determinations must be made; 
physical signs of hypoglycemia must not be used as criteria of an adequate 
hypoglycemia. Tests are invalid if blood sugars are above 50 mg. per 100 
ml., or if other test conditions have not been observed. A positive response 
to a valid insulin test is indicated if 2 or more free acid values are at least 
20 mN above control values—unless controls are anacid when a 10 mN rise 
is sufficient. A negative response is showed by the absence of such a rise, 
provided the patient is capable of secreting acid. Positive responses dem- 
onstrate persistence of some gastric secretory nerves. Negative responses 
indicate complete parasympathetic gastric denervation. Total gastric acid- 
ity—as well as free acidity—may be of considerable importance in these 
tests, but further investigation is required to determine its significance. 1 
reference.—Author’s abstract. 

(The author's careful studies have been of real value in helping to de- 
termine the eventual status of vagotomy in the treatment of duodenal ulcer. 
—J. M. W.) 
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Results Following Subtotal Gastrectomy for Duodenal and Gastric 
Ulcer. Fordyce B. St. John, Harold D. Harvey, Jose M. Ferrer and R. W. 
Sengstaken, Columbia University, College of Physicians and Surgeons and 
Presbyterian Hospital, New York, N.Y. Ann, Surg. 128:3-14, July 1948. 

A review is given of the postoperative follow-up results in 394 patients 
who underwent gastric resection for peptic uleer during the decade 1936 to 
1945. Emergency resections are not included. The authors believe that the 
chief value of the study lies in its approach to completeness. as 87.3. per 
cent of the patients were being followed at the time of the report: 9.4 per 
cent had died of various causes; and only 3.3 per cent had been lost to 
follow-up. Approximately 90 per cent of the records were based on personal 
examinations of the patients by the authors at annual or more frequent inter- 
vals after operation. Of the 394 patients operated on, 336 (85.3 per cent) 
had continuously satisfactory courses without any episode that could be con- 
strued as a recurrence of the ulcer syndrome or as an unfortunate result of 
the operative procedure. There was little difference between the patients 
who had been followed for more than five years and those followed for less 
time, and no case that had gone satisfactorily for five years thereafter became 
unsatisfactory. Thirty-seven cases (9.4 per cent) were called unsatisfactory 
because of permanent or temporary difficulties. In 10 of these, the record 
suggested a continuation of the ulcer syndrome, of whom 2 had proved jeju- 
nal ulcers and 4 were suspected of having temporary ulcerations although 
they were never demonstrated. The incidence of jejunal ulcer, therefore, lay 
somewhere between 0.5 and 1.4 per cent of the operative survivors. Of the re- 
maining 27 cases in the unsatisfactory group, 8 were victims of operative 
errors that led to appearance of infection, obstruction or hemorrhage after 
they had left the hospital and 19 were called unsatisfactory for miscellaneous 
causes such as digestive symptoms probably not referable to ulcer, need of 
a second operation of relatively minor nature, ete. Many of the 37 un- 
satisfactory cases became satisfactory after temporary difficulties but 13 
never achieved a satisfactory status and 7 others died of complications of 
the operation which became manifest after they had left the hospital. The 
postoperative death rate in the hospital was 4.6 per cent and, if the 7 who 
died of late complications are added, 6.4 per cent. The hospital death rate 
among patients 45 years old and under was 1 per cent; for patients over 45 
it was 7.6 per cent. Two hundred and ten of the 394 patients operated on 
were over age 45. In many of these older patients, fear that their uleer was 
carcinomatous was a cogent reason for operating. In the years 1946 and 
1947, the death rate fell to 2.5 per cent. 

The authors conclude from their review that adequate resection has 
proved itself to be a highly satisfactory method of treatment of peptic ulcer. 
Over a twelve year period, in their hands, it carried a postoperative mortality 
of 1 per cent for patients under age 45 and gave continuously satisfactory 
results in over 90 per cent of all patients that survived operation, of what- 
ever age. Nearly all of their postoperative patients who are termed satis- 
factory eat what they choose, most of them smoke and many indulge in 
alcohol. Their lives are not interrupted by digestive disturbances. For 
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patients under age 45 they believe that treatment by resection has demon- 
strated itself to be a good and safe procedure and recommend vagectomy in 
this age group only in exceptional instances. Also, for patients of any age 
whose ulcer is not free of suspicion of being carcinomatous, they recommend 
resection. For patients over age 45 whose ulcer is clearly distal to the py- 
lorus, and therefore almost surely benign, they suggest that vagectomy may 
be useful, provided over the years it is found to arrest symptoms for long 
periods, which it has yet not had time to do. At present, with the falling 
postoperative death rate for resection, they prefer resection for most cases 
in this age group too. 16 references. 7 tables.—Author’s abstract. 

(Further evidence of the efficacy of subtotal gastrectomy in the man- 
agement of peptic ulcer.—J. M. W.) 


“Palliative Gastrectomy” in Cases of Duodenal Ulcer. /var Spak, Aka- 
demiska Sjukhuset, Uppsula, Sweden. Acta chir. Scandinay. 97:91-112, Nov. 
5, 1948. 

Palliative resection for duodenal ulcer is indicated especially in uleers 
penetrating to the pancreas, where a radical operation involves danger to the 
pancreas or bile ducts. It may be indicated also in other cases where the 
disease is severe and has reached a more advanced stage. In the series of 
palliative resections reported, the prepyloric incision was usually employed: 
there were 10 cases in which the postpylorie incision was used, 1 of which 
was fatal. In 98 cases in which palliative resection was done, there were 2 
deaths, a mortality of 2 per cent; in 142 cases in which radical resection by 
the Billroth I] method was done there were 8 deaths, 5.5 per cent. A follow- 
up study is reported on 83 patients who had been subjected to palliative re- 
section and 102 patients operated on by the Billroth I] method. All these 
patients had been under observation for at least a year after operation. The 
patients subjected to palliative resection were on an average five years older 
than the patients in the Billroth II group. In cases in which the patients 
were entirely free from symptoms or had only occasional slight discomfort 
from flatulence (following ordinary diet) or showed a slight anemia, results 
were considered to be satisfactory. Such satisfactory results were obtained in 
91.6 per cent of the palliative resection group and 89.2 per cent of the Billroth 
II group. Thus the results of palliative resection were approximately the same 
as those of the Billroth I] operation. The percentage of cases with dys- 
peptic symptoms after operation was approximately the same in both groups, 
as was also the percentage of cases with anemia, which was of the iron- 
deficiency type. A study of free acid in the gastric secretion by a fraction- 
ated test breakfast showed that the acid figures were somewhat lower after 
palliative resection than after the Billroth Il operation. The occurrence of 
free acid in the gastric secretion was found not to have any relation to the 
frequency of anemia. The author is of the opinion that since the results of 
these two types of operation in duodenal ulcer are equally good, palliative 
resection should be done more frequently, since its technic is simpler and 
it has a lower mortality. 115 references. 1 figure. 13 tables. 
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(1 have never found it necessary or advisable to perform palliative 
gastrectomy for duodenal ulcer. I firmly believe that in difficult situations 
the duodenal stump can always be safely inverted by transecting through the 
ulcer and suturing the lateral wall of the duodenum to the capsule of the 
pancreas medial to the crater. The pancreas should not be dissected free from 
the medial wall of the duodenum. Certainly ihe exclusion operation has no 
place in the treatment of duodenal ulcer with severe bleeding.— 5. M. W.) 


Post-Prandial Symptoms Following Partial Gastrectomy. VW. 7 Irvine, 
Warrington General Hospital, England. Brit. M. J. 4575, 514-15, Sept. 11, 
1948. 

Postprandial symptoms, sometimes lasting for months, occasionally fol- 
low subtotal gastrectomy for uleer. A group of 24 such cases was studied. 
About three-fourths of the stomach and an inch of duodenum had been re- 
moved in each. Symptoms developed either before the patient left the hos- 
pital or as soon as he returned home. They occurred during or immediately 
after meals and lasted twenty or thirty minutes. Most patients had epi- 
gastric heaviness or fullness and sense of fatigue. All had an increased 
pulse rate of 10 to 20 beats. Some had flushing of the skin, giddiness, pal- 
pitations and bilious vomiting. The last usually occurred thirty to forty-five 
minutes after meals and consisted of bile-stained food or about 0.85 liter of 
pure bile. Symptoms only occurred after the big meal of the day in all but 
] case. Investigations indicated that the bulk of the meal was responsible 
rather than the carbohydrate content. Symptoms were frequently gone be- 
fore the blood-sugar level stopped rising. A mechanical cause for this condi- 
tion is suggested by the prompt appearance of symptoms after a large meal 
and the fact that more symptoms were produced in two-thirds the cases by a 
bulky low carbohydrate diet and little change in blood-sugar level than by 
ingestion of 50 Gm. of glucose and marked blood-sugar rise. No explana- 
tion was found for 4 cases who had more symptoms after ingestion of glucose 
than after the large meal. These patients were not hypersensitive to insulin. 
Studies have indicated that, if mechanical distention is the cause of symp- 
toms, the afferent pathway is in the sympathetic nerve fibers and not the 
vagi. The symptoms of weakness, giddiness, perspiration and increased 
pulse rate resemble effects of adrenalin and epinephrine and suggest sym- 
pathetic stimulation. Adrenalin involvement following sympathetic stimu- 
lation by intestinal distention might explain the increased blood-sugar level 
after a low carbohydrate meal. 6 references. 1 table. 1 figure. 

(The exact mechanism of the so-called “dumping syndrome” is not 
known. A fairly high percentage of patients will exhibit it from five to ten 
days postsubtotal gastrectomy. Fortunately in most patients it disappears 
rapidly and is a permanent postoperative complication in few patients. In 
my own experience | have found it less often as a late complication using the 
Hofmeister modification of the Polya operation than with the classic Polya 
procedure.— J. M. W.) 
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The Treatment of Carcinoma of the Esophagus and Cardiac End of the 
Stomach by Surgical Extirpation. Two Hundred Three Cases of Resection. 
Richard H. Sweet, Massachusetts General Hospital and Palmer Memorial 
Hospital, Boston, Mass. Surgery 23:952-75, June 1948. 

Operations for resection of esophageal cancer vary with location of the 
growth. Wookey’s operation is used in the cervical part of the esophagus 
which extends from the hypopharynx to the suprasternal notch. This opera- 
tion is quite successful in enabling the patient to swallow without discomfort 
or functional difficulty but is not usually a successful cure as the regional 
anatomy precludes a wide dissection with adequate removal of lymph nodes. 
It is only really useful in early low-grade carcinoma. A new operation has 
been successfully used in resection of a cancer of the upper fourth of the 
thoracic segment of the esophagus. This is a single stage operation but re- 
quires two incisions. The usual left thoracotomy incision is first made and 
the entire esophagus from the base of the neck to the cardia freed. The 
stomach is completely mobilized, pulled high up in the thorax and the inci- 
sion closed. An anterior incision is then made over the lower cervical and 
upper sternal regions, the inner half of the left clavicle and corresponding 
part of the left first rib resected and an esophagogastric anastomosis per- 
formed in the neck above the clavicle. This operation has only been used in 
1 case but promises to be the most successful palliative measure for can- 
cer in this region. The middle half of the esophagus comprises two regions, 
the first from the upper margin of the aortic arch to several centimeters be- 
low its inferior margin. The second extends from this point to about the 
level of the inferior pulmonary vein. In the first, an esophagogastric anasto- 
mosis must be made above the aorta high in the chest while it may be made 
below the aorta in the second. The latter is preferable because of lower 
mortality and postoperative complications. A growth in the lower fourth 
of the thoracic segment or in the abdominal segment may be resected by the 
method used with cancer of the cardiac end of the stomach. 

Antibiotics have practically eliminated postoperative infection in these 
cases. Half of a 60 cc. solution containing 100,000 units of penicillin and 
streptomycin | Gm. is instilled into the upper abdomen and half into the 
mediastinum and thorax after completion of the anastomosis. Both drugs 
are then continued by intramuscular injections of penicillin 100,000 units 
and streptomycin 0.5 Gm. every eight hours for five days or until all infec- 
tion has subsided. Sulfonamides are no longer used. Oxygen is adminis- 
tered postoperatively through an intranasal inlying catheter. Continuous 
suction is maintained during the operation by an inlying Levine tube with 
its tip just above the growth. The tube is removed when the patient becomes 
conscious and is rarely reinserted. Continuous suction of not over 8 or 10 
cm. of water is commenced for a few hours postoperatively through a 26 F. 
catheter led out through a lower interspace. The catheter can usually be 
removed forty-eight hours postoperatively. A low sodium diet is begun a 
week before operation and continued afterwards. Food and fluid needs are 
almost entirely provided intravenously for the first few days postoperatively. 
Most patients begin ambulation the day after operation. These operations 
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are chiefly palliative but recent results have included enough three and five 
year survivals to indicate the possibility that the operation may soon be 
justified in hope of a cure. 8 references. 1 table. 14 figures. 3 charts. 

(Sweet deserves much praise for his fine contributions to surgery of the 
upper stomach and esophagus. This summary of his experience in a field of 
surgery developed in the past ten years is magnificent.—J. M. W.) 


Measured Radical Gastrectomy. Review of 505 Operations for Peptic 
Ulcer. A. Hedley Visick, York County Hospital and York City General 
Hospital, York, England. Lancet 1:501-10, Apr. 3, 1948; 1:551-55, Apr. 
=) 10, 1948. 
Bis On the basis of results of 505 consecutive gastrectomies seen in a con- 
: tinuous six monthly follow-up clinic, protection against recurrent ulcer ap- 
pears to depend on the area of stomach left in situ and the integrity of its 
blood supply. In this series 3.7 per cent of the cases treated by a two-thirds 
to three-quarters resection suffered a recurrence whereas none of the 350 
cases treated by a three-quarters resection to measured radical gastrectomy 
experienced recurrence. The important technical point in a measured radi- 
cal gastrectomy is the division of all but one of the vasa brevia and all 
branches of the left gastro-epiploic artery, because observance of this point 
in technic makes possible the leaving of a small devascularized gastric rem- 
nant, 1.5 inches long on the lesser curvature and a remnant 3 inches long on 
the greater curvature. The measured radical gastrectomy differs from the 
conventional three-quarters resection on three counts: the remaining gastric 
area can be measured and controlled with accuracy; the remnant is exten- 
sively devascularized; and permanent relative achlorhydria is produced in 
98 per cent of cases so handled. The operative mortality incidence for the 
last 430 gastrectomies done was 3.7 per cent. The operative mortality for 
penetrating ulcer was twice that for a nonpenetrating ulcer: moreover the 
operative mortality was increased two and one-half times with a history of 
uleer exceeding five years. Of 155 patients under 40 years of age. only | 
died (0.7 per cent), while the operative mortality incidence for those aged 
10 to 49 years was 5 per cent; 50 to 59 years, 5.8 per cent; and 60 or over, 
7.1 per cent. The year to year continuous follow-up revealed that results 
improve with time since 47 per cent were symptom-free six months after 
operation and 63 per cent were symptom free forty-two months after opera- 
tion. Minor symptoms resulting from operation were more common in wom- 
en (37 per cent of women were symptom-free as against 66 per cent of men). 
(mong women the failure incidence was 7.1 per cent; among men, 4.5 per 
cent. Age appeared to be a factor in failure since the highest incidence (8.4 
per cent) occurred in the 40 to 49 age group, whereas there was only | 
failure in the 119 patients who were over 50 years of age. Macrocytic ane- 
mia has not been found in any case despite the wide resection. There ha- 
been no recurrence appearing later than eighteen months after gastrectomy. 
2 references. 12 tables. 3 figures. 
a (The author has indeed worked out a satisfactory formula for uniform 
‘ subtotal gastrectomy and emphasizes the importance of the size of the gastric 
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remnant rather than trying to determine in each instance the amount of stom- 
ach removed. His results are excellent and it is noteworthy that failures are 
found more frequently in the female, which might indicate that many of the 
failures are functional and not organic.—J. M. W.) 


A Study of Failures After Gastrectomy. 4 Hedley Visick, York County 
Hospital, York, England. Ann. Roy. Coll. Surgeons 3:266-84, November 
1948. 

Reports a follow-up study of 500 patients in which gastrectomy has 
been done for the treatment of peptic ulcer in twelve years. In each case a 
measured gastrectomy was done; with this method, a devascularized rem- 
nant of the stomach is left measuring 1.5 inches along the lesser curvature 
and 3 inches along the greater curvature. In this series of 500 cases, there 
were 25 operative deaths, 2 late deaths and 12 intercurrent deaths; 3 pa- 
tients have been lost track of and 25 have been operated on less than six 
months, leaving 433 patients living six months to twelve years after opera- 
tion. Of these 433 patients, 78.7 per cent have no symptoms; 16.4 per cent 
have mild symptoms not entirely controlled but not incapacitating (satisfae- 
tory): in 2.8 per cent symptoms are present and not controlled and 2.1 per 
cent there was no improvement. The two latter groups are considered as 
failures (4.9 per cent). Follow-up studies have been made in these patients 
every six months: the incidence of failures at any time has remained the 
same (4.9 per cent) but the individual patients constituting this group of 
failures are changing; about half are temporary failures and half are perma- 
nent failures. Follow-up has showed that there has been no recurrent ulcer 
with the type of operation employed. The chief symptoms that indicate 
failure of the operation are pain, fullness and vomiting: pain and fullness 
can often be relieved by reduction in the size of the meal and rest. Vomiting 
is not relieved by limitation in the size of the meal or by any change of diet: 
the interval between attacks tends to grow longer until they cease altogether 
in many cases. A number of patients have developed a weakness syndrome, 
occurring especially after the heavy meal of the day, usually it is relieved by 
a short rest period after the meal, and as a rule this syndrome disappears 
within a year. In treating symptoms after gastrectomy, any demonstrable 
organic cause, such as obstruction at the efferent loop, must be dealt with. 
In most cases psychotherapy is indicated. In those cases in which failure 
of the operation was permanent, there was serious maladjustment that could 
‘not be satisfactorily treated by psychotherapy. These cases are not so much 
failure of gastrectomy, as failures of selection for the operation. 3 tables. 
6 figures. 

(This study is further proof of the effectiveness of subtotal gastrectomy 
| three-quarters resection| in the management of peptic ulcer. Although the 
author has no proved recurrences following three-quarters resection the pres- 
ence of pain as a symptom is highly suggestive and jejunal ulcer or jejunitis 
cannot be ruled out entirely except by laparotomy. The weakness syndrome 
has usually been called in this country the dumping syndrome and occa- 
sionally may be quite distressing. The 5 per cent unsatisfactory results is 
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almost identical to similar studies in the U. S. and there is accumulating 
more and more evidence that a fair share of these failures would not be 
satisfied with any type of surgical therapy.—J. M. W.) 


A Combined Abdominothoracic Incision Particularly Adapted for Use 
in Total Gastrectomy and Esophagogastrectomy. Arnold J. Kremen, Uni- 
versity of Minnesota Medical School, Minneapolis, Minn. Surgery 24:605- 
12, October 1948. 

Since the major portion of a total gastrectomy with resection of the 
lower esophagus involves principally an abdominal dissection, and yet the 
esophagojejunal anastomosis must be performed in the chest, it was felt that 
a combined abdominothoracic incision would offer the best approach for 
these cases. The patient is positioned supine on the operating table with a 
sandbag under the left side producing about a 10 degree elevation from 
the horizontal. A kidney brace is fastened on the right side of the table to 
hold the patient in position when the table is rotated later in the operation. 
The skin incision begins near the lateral edge of the right rectus muscle 
slightly above the umbilicus and extends horizontally and upward to the left 
costal margin where the eighth costal cartilage crosses the seventh interspace. 
Abdominal exploration is carried out at this time and operability of the 
lesion determined. If, at this point, decision to proceed with the opera- 
tion is made, the operating table is rotated further elevating the left side 
of the patient to 20 to 25 degrees from the horizontal. The eighth costal 
cartilage is cut and the incision is extended into the pleural cavity through 
the seventh interspace as far as the mid or post axillary line. The dia- 
phragm is then incised from its attachment at the costal margin to the 
esophageal hiatus. The left phrenic nerve, as it passes along the lateral sur- 
face of the pericardium, is crushed early in the operation. Two potential dis- 
advantages to the incision are evident. First, unless the patient is sufh- 
ciently rotated, the heart may interfere somewhat in making the anastomo- 
sis. Secondly, one is limited to dissection of the esophagus below the pul- 
monary hilar vessels as they cross in front of the esophagus. At times esoph- 
ageal carcinomas will spread submucosally a greater distance than one might 
be led to believe from preoperative roentgen studies. In these instances one 
may have difficulty getting as high up the esophagus as one might wish. The 
incision is most useful for high gastric lesions involving the lower esophagus 
where in addition to resection of the stomach one wishes to resect more of the 
esophagus than one can conveniently do by the transabdominal route alone. 
This approach has been employed in 10 instances with excellent exposure, 
greatly facilitating a difficult operation. No untoward effects or complica- 
tions have attended its use. 16 references. 1 tables. 5 figures.—Author’s '. 
abstract. 


Distinctions Between Gastric Sarcoma and Carcinoma. With Special 
Reference to the Infiltrating Types of Sarcoma. Anthony Bassler and A. 
Gerard Peters, New York, N.Y. J. A.M. A. 138: 489-94, Oct. 16, 1948. 


Twenty cases of gastric sarcoma are reported; 11 were instances of 
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lymphosarcoma, 3 were spindle cell and 6 were of the round or mixed cell 
variety; 11 case in this series were diagnosed clinically as sarcoma of the 
stomach. Clinical symptoms and laboratory findings in gastric sareoma are 
contrasted with those in gastric carcinoma. It is noted that sarcoma occurs, 
on an average, fifteen years earlier than carcinoma, it is slower growing and 
produces less weakness and loss of weight than does gastric carcinoma. A 
palpable tumor is noted about half as frequently in sarcoma as in carcinoma. 
HC1, both free and combined, is higher in sarcoma than in carcinoma. 
Roentgen and gastroscopic findings suggestive of sarcoma are described. 
The most important. roentgen ray findings are: (1) a well-defined endogas- 
tric mass with an ulcer niche; (2) a tumor on the greater curvature; (3) 
giant rugae; (4) diffuse decrease in the size of the stomach; (5) shallow ser- 
rations involving the outline of the stomach to considerable extent. The 
roentgen ray is the most important and reliable method of diagnosis. About 
3 per cent of gastric tumors are sarcomas. Sarcoma should be considered 
in the differential diagnosis of all gastric tumors. If enough suggestive find- 
ings are encountered in the clinical, laboratory, roentgen and gastroscopic 
examinations, a presumptive diagnosis of gastric sarcoma should be made. 
23 references. 6 figures. 2 tables.—Author’s abstract. 


References to Current Articles 


Therapy of Chronic “Atrophic Gastritis” with Eight Years’ Gastroscopic 
Control. Leonidas H. Berry and T. Jonathan Cole, Cook County Hos- 
pital, Chicago, Ill. J. A. M. A. 138:485-88, Oct. 16, 1948. 

Vagus Nerve Section in the Treatment of Peptic Ulcer. Abdominal Versus 
Thoracic Approach. Joseph A. Weinberg, George W. Campbell and 
Robert B. Voelker, Birmingham Veterans Administration Hospital, 
Van Nuys, Calif. J. Thoracie Surg. 17:743-55, December 1948. 

Gastric Resection. The Schoemaker-Billroth I Operation. John F. Higgin- 
son and QO. Theron Clagett, Mayo Clinic, Rochester, Minn. Surgery 
24:613-20, October 1948. 

A Suction and Feeding Tube for the Postoperative Care of Gastric Resec- 
tions. Lawrence Singmaster, Lankenau Hospital, Philadelphia. Pa. 
Surgery 24:621-24, October 1948. 


30. Small Intestines 


References to Current Articles 


Surgical Treatment of Regional Enteritis. Harold R. Rossmiller and George 
Crile, Jr., Cleveland Clinie, Cleveland, O. S. Clin. North America 28: 
1139-47, October 1948. The indications for and details of medical 
treatment are discussed, and the indications, technics and results of 
surgical treatment are presented. 5 references. 3 tables. 

Malignant Tumors of the Small Intestine. E. A. Maxwell, George Crile, Jr. 
and Robert S. Dinsmore, Cleveland Clinic, Cleveland, O. S. Clin. 
North America 28:1149-57, October 1948. The incidence, age, symp- 
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toms, diagnosis, treatment and prognosis of the rarely encountered 
malignancy of the small intestine are presented along with 3 represen- 
tative case reports. 4 references. 7 tables. 1 figure. 

The Complications of Meckel’s Diverticulum in Infants and Children. Gro- 
ver C. Penberthy and Clifford D. Benson, Wayne University College of 
Medicine, Children’s Hospital of Michigan and Harper Hospital, De- 
troit, Mich. S. Clin. North America 28:1221-31, October 1948. The 
chief complications which are umbilical discharge, inflammation and 
perforation, hemorrhage, intussusception and intestinal obstruction, are 
discussed. 4 references. 1 figure. 


31. Appendix 


See Contents for Related Articles 


32. Colon and Rectum 


Anal [eostomy with Sphincter Preservation in Patients Requiring 
Total Colectomy for Benign Conditions. Mark M. Ravitch, Johns Hopkins 
University and Hospital, Baltimore, Md. Surgery 24:170-87. August 1948. 

Total colectomy is necessary in some cases of ulcerative colitis and in 
particular is beneficial to patients who following ileostomy continue to have 
an active form of the disease. This procedure is also required in most cases 
of polypoid adenomatosis, since even in patients who are asymptomatic after 
ileostomy, the disease may have produced changes in the colon sufficient to 
preclude the hope for the restoration of intestinal continuity. Moreover to 
leave the rectal segment is to invite the threat of cancer since this segment is 
usually the site of the malignancy in those individuals (about 2 per cent) 
who develop the lesion. Anal ileostomy with sphincter preservation has 
been done in 2 patients thus far. A successful result was obtained in each 
case and detailed accounts are presented. The first patient was a 28 year 
old man who had had ulcerative colitis since 1934. A terminal ileostomy 
was done in 1939, a subtotal colectomy in the following year. Persistence 
of the symptoms necessitated completion of the colectomy and an anal ileos- 
tomy in 1947. Although recovery was slow, satisfactory sphincter control 
has been obtained by the fourth month. At the present time he has two 
formed stools a day, suffers no cramps, is able to take a full diet and capable 
of working a full day. His weight gain totals 60 pounds. The second pa- 
tient was a 36 year old woman with ulcerative colitis of eight years’ dura- 
tion. Since the disease in the colon was unaffected by ileostomy, a total 
colectomy and anal ileostomy were done two years later. By the sixth week. 
sphincter control was satisfactory and she was having only two stools a day. 
A good result is expected since she has made good progress. 

Preoperative preparation includes the oral administration of sterptomy- 
cin, sulfasuxidine or sulfathalidine, daily irrigation of the large bowel with 
a solution of one of above agents followed by instillation of a concentrated 
suspension of the same drug and introduction to the terminal ileum of an 
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intestinal tube. At operation the colonic segment must be entirely freed 
down to the muscular pelvic diaphragm. Since inversion of the distal stump 
is not feasible because the colon is rigid and thick-walled, the bowel is tran- 
sected with a cautery between clamps and the rectal stump tied off with 
heavy braided silk. Next the ileum is freed from the abdominal wall and 
tied with this same silk. A little extra length of ileum was obtained by cut- 
ting the edge of the mesentery (no vessels sacrificed). In order to minimize 
the probability of rotation of the bowel and to make certain enough ileum 
will be left beneath the pelvic floor for the anal anastomosis, the ileum is 
pressed down to the bottom of the pelvis and marked with a silk suture at the 
level where the bowel should be attached to the pelvic peritoneum. Repair 
of the peritoneal floor is then done, the peritoneal flaps being sutured to the 
bowel wall, the left side of the mesentery and the right side of the ileal 
mesentery (stenosis is prevented by suturing only two-thirds, or less, of the 
bowel circumference). The second part of the operation consists of placing 
the patient in lithotomy position and making a circular incision in the muco- 
cutaneous junction (anal margins grasped with Allis clips). Dissection is 
continued with small curved scissors. The pelvis is reached when the outer 
muscular coats of the rectum are cut through. The rectum is freed entirely 
by continuing the incision circularly. Following delivery of the rectum and 
attached ileum, the latter is sutured in three layers. First, a continuous su- 
ture is made between the ileum and the everted muscular coats (0000 cat- 
gut); second, interrupted sutures are made to attach the ileum to the external 
sphincter after retraction of the first suture line; and third, a few inter- 
rupted silk sutures are used to fix the transected ileum which reaches just to 
the skin edge. This procedure causes no injury to the external sphincter. It 
preserves the internal sphincter and the attachment of the muscular coats of 
the rectum to the levator ani muscle. Incontinence and excoriation of the 
skin are not problems. The dilatation of the ileum, to be expected since 
placing a continent sphincter at the end of the ileum produces a complete 
though intermittent intestinal obstruction, causes agonizing cramps but the 
dilatation is a necessity. 14 references. 18 figures. 

(This operation is a distinct contribution to surgery of the colon for 
benign conditions. Where an ileostomy can be avoided by preservation of the 
sphincter without increasing the operative risk, it obviously seems an advan- 
tage. In ulcerative colitis where it is possible to save the sphincter and where 
the process has not involved the rectum too low down, this operation would 
seem to offer much. Its application to all cases of polyposis of the colon, 
however, seems open to argument. The question of malignancy developing 
in the rectum after colectomy for polyposis is not too important since this 
occurs very infrequently and may be avoided by careful postoperative rou- 
tine proctoscopy done every three to six months. However, one can com- 
mend Ravitch’s operation favorably for the indications as outlined by him. 
W. R.) 
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Familial Polyposis of the Colon. Diagnosis and Treatment. T. E. Jones 
and R. B. Turnbull, Cleveland Clinic, Cleveland, O. S. Clin. North 
America 28:1171-84, October 1948. The diagnosis, for which family 
history, proctoscopic examination and air contrast studies of the colon 
should suffice, and treatment, consisting of fulguration, ileosigmoidos- 
tomy and colectomy, are discussed. 8 references. 7 figures. 

Treatment of Rectal and Rectosigmoid Polyps. Funnel Tip Suction as an 
Aid in Their Removal. Paul C. Morton, St. Luke’s Hospital. New York, 
N.Y. J. A. M. A. 138:1090, Dec. 11, 1948. 

Carcinoma of the Rectum, Frederick S. Hopkins and Robert C. Tate, Spring- 

field, Mass. New England J. Med. 239:501-502. Sept. 30. 1948. 


33. Intestinal Obstruction 


Large-Intestine Colic Due To Sympathetic Deprivation. A New Clinical 
Syndrome. Heneage Ogilvie, Guy's Hospital, London, England. Brit. M. 
J. 4579:671-73, Oct. 9, 1948. 

Essentially similar features were present in the 2 cases reported. Al- 
though fluoroscopic findings were not abnormal, the symptoms were so sug- 
gestive of colonic obstruction by a carcinoma that laparotomy was done. 
Exploration revealed a normal colon but with an extensive and unsuspected 
malignancy, involving in ‘each case the crura of the diaphragm, celiac axis 
and semilunar ganglia. The 66 year old man expired three months after 
operation; the 58 year old man, two weeks. Neither came to autopsy. Three 
explanations are given for the symptoms and signs of colonic obstruction: 
(1) the tumor stimulated the parasympathetic supply to the colon; (2) the 


& tumor cells produced some substance which stimulated peristalsis; (3) the 
“- subdiaphragmatie growth had interrupted the sympathetic supply to the 
' large intestine permitting unopposed parasympathetic innervation, which in 


the distal colon comes from the second and third sacral nerves. This last 
is the probable explanation. Interruption of sympathetic innervation may 
lead to excessive and perhaps incoordinated contraction of the colonic muscle 
as oceurs from bilateral division of the lumbar sympathetic chain in con- 
genital megacolon; a temporary paralysis of the sympathetic system by a 
spinal analgesic: or the stimulation of the neuromuscular junctions of the 
parasympathetic system by drugs. However, surgical interruption of the 
sympathetic nerves at the site of the malignaney would abolish pain and not 
produce symptoms of intestinal obstruction. Interruption of nerve fibers by 
malignant infiltration may be selective. choosing motor fibers before sensory 
ones; or there may be individuals in whom the motor and sensory fibers 
do not run together. Finally, the painful sensations may occur through ‘ 
other pathways when the normal ones are blocked. 4 references. 
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Intussusception in Childhood. Experiences from 610 Cases. Robert 
E. Gross and Paul F. Ware, The Children’s Hospital and Harvard Medical 
School, Boston, Mass. New England J. Med. 239:645-52, Oct. 28, 1948. 

Since intussusception is an acute surgical emergency, a grave respon- 
sibility rests on the general practitioner or pediatrician who first sees the 
patient. The mortality, 2.7 per cent, lowest at present, can be reduced if 
adequate treatment is given within twenty-four hours of the onset. Intus- 
susception occuring in adult life or late childhood usually have a demon- 
strable mechanical cause which was discernible in only 5.4 per cent of these 
children. The type of intussusception was classed as ileocolic in 76 per 
cent; ileoileocolic in 14 per cent; jejunoileal or ileoileal in 5 per cent; 
colocolic in 2.1 per cent; multiple in 0.7 per cent; and undetermined in 
2.2 per cent. Seventy-two per cent of the 440 cases occurred in the first 
year of life (68 per cent between the third and eleventh month) and 84 
per cent during the first two years. Sixty-five per cent of the patients were 
male. Sudden, severe, paroxysmal seizures of abdominal pain, in a pre- 
viously well infant or child of superior development and nutrition, most 
often marks the onset. The intermittent pain, rhythmic in 95 per cent, 
suggests a small bowel obstruction and while the child may at first appear 
comfortable and normal between attacks, he later becomes pale, exhausted or 
shocked. Vomiting, an early symptom, occurs in more than 90 per cent of 
the cases. Blood appeared in the stool within twenty-four hours in about 
85 per cent, which in about one-half was gross or copious. The quantity 
of blood in the stool was directly related to the degree of strangulation 
present. By careful abdominal examination in about 85 per cent a palpable 
mass, usually nontender, elongated and located in the upper right quadrant 
or along course of colon, was found. In about 25 per cent of the cases an 
intra-abdominal mass was felt by rectal examination. If, as in 6 of the 
cases, the mass protrudes from the anus, it may be differentiated from pro- 
lapsed rectum by inserting a finger between the mass and the encircling 
anus. About one-tenth of the cases required roentgenologic examination for 
diagnosis. Usually, as the intussusceptum had advanced into the colon, the 
barium enema showed a filling defect and the postevacuation film a thin 
shell of barium outlining the intussusceptum. If reduction by colonic in- 
sufflation of air or fluid is attempted the consent and presence of the surgeon, 
who will operate should the attempt at reduction be unsuccessful, is consid- 
ered necessary. Insufflation therapy is considered useless if a portion of 
the intussusception is above the ileocecal valve. Operation with gastric 
suction to prevent vomiting and entrance of gastric contents into the lungs, 
may be done at once if the obstruction —_— present only a few hours and 
if vomiting has not been excessive When there has been excessive dehydra- 
tion or blood loss, the operation is delayed for an hour or two (never more) 
while shock is controlled by infusion of glucose solution, plasma or whole 
blood. Cyclopropane is preferred to open-drop ether for more seriously 
ill children, while procaine infiltration of the abdominal wall should be used 
for extremely ill infants. 

The abdomen should be opened through a large right rectus muscle 
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incision regardless of the position of the presenting mass. If the mass is 
irreducible or if the bowel is perforated, nonviable or of questionable 
viability, or if the patient is extremely ill, resection is indicated. If a 
Meckel’s diverticulum is found, its removal should be delayed until a second 
operation about two weeks later, unless it is gangrenous or the patient’s con- 
dition is entirely satisfactory. Resection and lateral anastomosis has been 
almost entirely abandoned because of high mortality; open, double enteros- 
tomy is condemned since there is inevitable soiling of the peritoneal cavity ) : 
the closed, aseptic. Mikuliez resection has the advantages of short operating 
time; minimal shock; immediate decompression; and preservation of asep- 
sis. Postoperatively, gastric suction is needed for twelve to twenty-four 
hours and parenteral fluids for the child with an easily reducible intus- 
susception. For the child who has undergone resection an infusion of blood 
or plasma is given at the close of operation and repeated if necessary. Unless 
blood loss has been excessive, no more than 10 ce. of blood per pound of 
body weight should be administered at one time. Since the strangulating 
obstruction always causes an appreciable decrease in the circulating plasma 
volume, plasma or albumin infusions may be life-saving in critically ill 
children; however, the amount of either should rarely exceed 10 cc. per 
pound of body weight although the infusion may be repeated in a few hours 
if indicated. The salt content must be considered as an infant may become 
edematous from the administration of too much plasma or of some albumin 
solutions. Prolongation of the postoperative period makes essential the 


study of the plasma levels of chloride, protein and carbon dioxide combining 
power in order to guide properly parenteral fluid or blood therapy. Ex- 
cellent results are attributed to the use of high-concentration oxygen tents. 
4 references. 1 table. 3 figures. 


34. Anus 


References to Current Articles 


Fecal Incontinence Following Resections of Various Portions of the Rectum 
with Preservation of the Ana! Sphincters. Eugene A. Gaston, Framing- 
ham, Mass. Surg.. Gynec. & Obst. 87:669-78. December 1948. 


35. Liver and Biliary Tract 


Strictures of the Common Duct. Warren H. Cole, University of Illinois 
College of Medicine, Chicago, Ill. Ann. Roy. Coll. Surgeons 3:111-22. 
September 1948. 

Common duct strictures are caused by operative trauma. inflammation, 
chronic pancreatitis, or ulceration from gall stones, operation causing about 
65 per cent and inflammation 23 per cent of cases. Avoidance of technical 
operative errors is important prophylaxis. Good exposure and good anes- 
thesia are essential. A long incision is recommended as it heals as rapidly 
as a short one. Junction of the eystie and common ducts should be well 
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isolated by incision and dissection of the peritoneum of the common duct 
before the cystic duct is ligated. No artery should be ligated until it has 
been proved to enter the gallbladder. Ligation of the right hepatic artery 
is fatal in about half the cases. The cystic duct and artery should be dis- 
sected from each other and ligated separately in order to avoid ligating 
part of the common duct. The cystic duct should be ligated with a non- 
absorbable suture about a Yo inch away from the common duct to avoid 
puckering the wall of the latter and causing a stricture. A large sized 
catgut ligature may cause sufficient inflammation to injure the common 
duct. Structures should not be cut until positively identified. Hemorrhage 
resulting from vessel injury or a loosely applied artery forceps or ligature 
should be carefully controlled by inserting the index finger in the foramen 
of Winslow and pressing the hepatic artery between the finger and thumb. 
The pressure may then be gradually released and the bleeding point identi- 
fied. Blind stabbing with an artery forceps may catch the bleeding vessel 
but frequently includes part of the common duct. Initial dissection of the 
cystic and common duct is dangerous if they are surrounded by dense ad- 
hesions. It is better to start removal of the gallbladder from its bed at the 
fundus in such cases. Furthermore, while removal of the entire gallbladder 
and all but the distal inch of the cystic duct is desirable, it is better to 
leave part of the ampulla of the gallbladder than to risk serious damage 
by dissection through dense adhesions. The bleeding which frequently 
follows initial dissection at the fundus can be controlled by packs and trans- 
fixing ligatures. 

The type of repair of stricture depends upon the variety of stricture. 
Stenosed local areas should be widely excised to provide a fairly normal 
duct wall and repair made with interrupted silk or cotton sutures which 
do not enter the wall of the duct so deeply that they project into the lumen. 
Strictures of the distal end are preferably repaired by a side to side anas- 
tomosis between longitudinal incisions of the common duct and intestine, 
the duodenum being used if several centimeters of proximal duct are avail- 
able. Sutures are an outside interrupted row of silk, linen or cotton and an 
inside row of interrupted 0000 catgut. A continuous suture should not be 
used as it produces a puckering effect. If the stump of the common duct is 
transplanted into the duodenum, a short soft rubber tube which projects a 
few centimeters on each side of the anastomosis should be used. If the 
proximal duct is missing and the distal end remains, the duodenum and 
head of the pancreas must be almost completely mobilized so that the distal 
end and the hilar duct may be approximated. An end to end anastomosis 
of these is done with interrupted sutures. A vitallium tube or rubber catheter 
may also be used. If the entire common duct is missing, the author prefers 
using the Roux Y arm of jejunum. This operation gave 78 per cent good 
to excellent results in 28 patients. In case of nonresectable malignant 
strictures, the gallbladder if present may be anastomosed to the duodenum 
or jejunum. 7 references. 3 tables. 6 figures. 

| The author has covered the field of common duct repair in the area of 
the common duct and portal fissure. The main difficulty in operating in this 
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area with common duct stenosis as well as the cause of recurrent trouble is 
the presence of scar tissue. Recently Longmire (Intrahepatic Cholangio- 
jejunostomy with Partial Hepatectomy for Biliary Obstruction, Surgery 24: 
264-76, August 1948) has carried out successfully the procedure of resect- 
ing a large part of the left lobe of anastomosing the dilated ducts in the liver 
to a loop of jejunum. This avoids scar tissue and brings duct epithelium 
in contact with jejunal mucosa.—A. O. W.| 


Acute Cholecystitis. Correlation of Bacteriology and Mortality. Leon 
Goldman, John A. Morgan and Jerome Kay, University of California Medi- 
cal School and Department of Public Health, City of San Francisco, Calif. 
Gastroenterology 11:318-25, September 1948. 

Bacterial studies were obtained on 160 patients with acute cholecystitis 
and 9] patients with chronic cholecystitis. In the former the colon bacillus 
in pure culture and associated with other organisms predominated (staphy- 
lococci, streptococci and anaerobes, in that order). For the entire group the 
incidence of positive cultures was 57 per cent; for those who died after 
surgery, 79 per cent. The mortality rate for the series of 160 patients was 
9.3 per cent. The highest mortality rate for any group was 16.2 per cent 
and was found among patients over the age of 50 who were operated on 
during the fourth to eighth day of the attack. The study suggests that the 
most favorable period for surgical intervention is during the first three days 
or after the gallbladder reaction has subsided or at least is in the process 
of subsiding. (Surgery was undertaken on the fourth to eighth days only 
when signs, symptoms and laboratory data suggested progression of the 
inflammatory process or a perforation.) Correlating the mortality with 
the type of operation shows a mortality rate of 50 per cent when surgery was 
limited to drainage of an abscess; 15.7 per cent when cholecystostomy was 
performed; 11.1 per cent with cholecystectomy and common duct explora- 
tion; and 3.4 per cent with cholecystectomy. In 6 of the 15 of the series 
who died, peritonitis, subphrenic or subhepatic abscess was found, while 
in 2 there was a blood stream infection with positive blood cultures; thus 
there is a strong suggestion that, despite the possibility that bacteral in- 
vasion may play a secondary role in the etiology of acute cholecystitis, a 
high mortality and morbidity rate and a liability to complications are as- 
sociated with the presence of bacteria in the acutely inflamed gallbladder. 
Etiologically, the basis of acute cholecystitis appears to be a mechanical 
circulatory or chemical disturbance. This study did not indicate that anti- 
biotic therapy was particularly effective; however, it should be employed 
in an effort to prevent or control the septic complications. Cholecystostomy, 
done through a short paracostal incision under local anesthesia. is indicated 
in the presence of large abscesses, in extremely ill patients with acute cho- 
leeystitis and jaundice from acute hepatitis, or in the presence of cholangitis 
associated with a common duct stone. The complete operation may be 
deferred until later in such cases. Cholecystostomy may be the procedure 
of choice in the presence of acute pancreatitis associated with cholecystitis. 
Cholecystectomy is frequently feasible when there is a small abscess either 


5 
} 
. 
vt 
> 
4, 


QUARTERLY REVIEW OF SURGERY 171 


between the gallbladder and the liver or around the gallbladder neck. 4 
references. 7 tables. 1 chart. 

(Two points seem to be emphasized in this study: (1) that in the early 
stages of acute cholecystitis, chemical factors rather than bacterial infection 
is the etiologic factor; (2) that bacterial invasion is a secondary process 
favored by the damage to the gallbladder wall. Both these points are strong 
arguments in favor of cholecystectomy within forty-eight hours of the onset 
of an acute cholecystitis —A.O. W.) 


36. Pancreas 


Efficiency of the Gastrointestinal Tract After Resection of the Head of 
Pancreas. Eric E. Wollaeger, Mandréd W. Comfort, O. Theron Clagett and 
Arnold E. Osterberg, Rochester, Minn. J. A. M. A. 137:838-48, July 3, 
1948. 


When resection of the head of the pancreas is carried out, partial gas- 
trectomy, total duodenectomy and some sort of anastomosis between the 
biliary tract and the stomach or small intestine are integral parts of the 
operative procedure. It was the purpose of this study to assess the degree of 
impairment of the digestive and absorptive functions of the gastrointestinal 
tract brought about by this operation and to evaluate means by which such 
impairment of function could be reduced. Intake-excretion studies on 10 
patients who had undergone resection of the head of the pancreas were 
carried out. In every instance, the period of study was six days or longer. 
Weighed test diets of constant composition consisting of bland, easily di- 
gestible foods, low in bulk, were fed. Fecal specimens delimited with the 
help of carmine markers were collected and analyzed for total solids, fat 
and nitrogen. Similar studies were made of a series of normal persons who 
were taking the same test diets. For the sake of convenience, the values for 
fecal nitrogen were multiplied by the factor 6.25 and expressed as values for 
fecal protein. We were interested in learning whether the impairment of 
gastrointestinal function which follows resection of the head of the pancreas 
could be reduced by allowing the digestive juices from the remaining por- 
tion of the pancreas to flow into the intestine. Nine patients were studied, 
all taking a standard test diet containing 102 Gm. of fat and 118 Gm. of 
protein per day. In 3 of these patients, the ducts of the remaining portion 
of the pancreas had been ligated, thus preventing any flow of pancreatic 
juice into the intestinal tract. In the other 6 patients, anastomosis between 
the cut end of the remaining portion of the pancreas and the jejunum had 
been performed. The 3 subjects whose ducts had been ligated lost in the 
feces approximately 60 per cent of the fat and 40 per cent of the protein 
ingested per day. Among the 6 subjects in whom the remaining portion of 
the pancreas had been anastomosed with the jejunum, on the other hand, the 
fecal losses of fat and protein ranged from values equal to those of the 
patients whose pancreatic ducts had been ligated to values only slightly 
above the normal. To some extent at least these variations probably indica- 
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ted differences in the degree of pathologic damage to the remaining portion 
of the pancreas. Since gastrointestinal function can be much improved in 
some instances by anastomosing the remaining portion of the pancreas to 
the jejunum, this procedure is to be recommended even though it is not 
invariably successful in this regard, 

The effect of the oral administration of pancreatin on the fecal losses 
of fat and protein was studied in 5 patients who had undergone resection 
of the head of the pancreas. The same test diet containing 102 Gm. of fat 
and 118 Gm. of protein per day was used. Pancreatin in the form of en- 
teric-coated tablets was given in doses of 5 Gm. three times a day with meals. 
It reduced the average fecal losses of fat and protein by approximately 50 
per cent. The beneficial effects of the administration of pancreatin to these 
patients were apparent also from the symptomatic improvement which fol- 
lowed its use. When patients who have undergone resection of the head of 
the pancreas are fed diets of high fat content, they often have more frequent 
and copious bowel movements and experience a greater degree of abdominal 
discomfort than when their diets are low in fat. We have studied fecal losses 
of fat in a number of these patients at various levels of fat intake. Three 
test diets were used. Diet 1 contained approximately 50 Gm. of fat per 
day: diet 2, 100 Gm.; and diet 3, 200 Gm. When the fat content of the 
diet was increased there was a corresponding increase in the fat content 
of the feces and only a small gain in the amount of fat actually absorbed. 
For this reason and also to avoid abdominal discomfort and diarrhea, we 
have advised these patients to limit the fat content of their diets to between 
50 and 75 Gm. per day. A study of fecal losses of protein at two levels 
of protein intake was made. The two test diets used contained approximate- 
ly 60 and 120 Gm. of protein per day respectively. With the high protein 
diet there was a greater loss of protein in the feces than with the low pro- 
tein diet but the actual amount of protein absorbed was considerably in- 
creased. Studies of the nitrogen balances revealed a greater retention of 
nitrogen with the high protein diet than with the low protein diet. Since 
large amounts of protein are well tolerated by patients who have undergone 
resection of the head of the pancreas, we have prescribed for them diets 
containing from 120 to 140 Gm. of protein per day. Large amounts of 
carbohydrate are also well tolerated by these patients and carbohydrate can 
be taken in sufficient quantities to bring the total calories in the diet to 3,000 
or more per day. 

By taking bland diets high in calories, protein and carbohydrate and 
low fat, and by taking panereatin if impairment of gastrointestinal function 
was great, 8 of the 10 patients studied were able to gain weight or to main- 
tain a satisfactory weight after resection of the head of the pancreas. Diar- 
rhea was a handicap in only 2 cases. Two to three years after operation, 
7 of the 10 patients were living and 4 of these were in good health. By 
means of intake-excretion studies using standard test diets, we have assessed 
the degree of impairment of the digestive and absorptive functions of the 
gastrointestinal tract brought about by the surgical procedure necessary for 
resection of the head of the panereas. When the pancreatic ducts were 
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ligated at the time of operation, thus preventing the flow of pancreatic juice 
into the gastrointestinal tract, impairment of gastrointestinal function was 
invariably great. This impairment was reduced in some patients by anas- 
tomosing the remaining portion of the pancreas with the small intestine. It 
was also reduced when pancreatin was administered. By taking bland diets 
high in calories, protein and carbohydrate and low in fat, and by taking 
pancreatin if impairment of gastrointestinal function was great, 8 of the 
10 patients studied were able to maintain a satisfactory nutritional status. 
10 references. 7 tables. 6 figures.—Author’s abstract. 

(This study furnishes additional evidence that the stump of the severed 
pancreas should be anastomosed to the intestine.—v.6.0.) 


Chronic Relapsing Pancreatitis. An Analysis of 27 Cases Associated 
with Disease of the Biliary Tract. Earl E. Gambill, Mandred W. Comfort 
and Archie H. Baggenstoss, Mayo Clinic, Rochester, Minn, Gastroenterology 
2:1-33. July 1948. 

Chronic relapsing pancreatitis typically manifests itself by recurring 
attacks of pain, usually in the upper part of the abdomen, by disturbances 
of function of acinar and islet cells and by certain sequelae. It is a distinct 
clinical entity which does not require the presence of disease of the biliary 
or gastrointestinal tract for its inception or continuation. However, in many 
cases, disease of the biliary tract also is present. The 27 cases of this series 
were compared with the 29 cases of our previous series, in which associated 
disease of the biliary tract influences the clinical, clinicopathologic, and 
pathologie pictures of chronic relapsing pancreatitis. Of the 27 patients. 
19 were males and 8 were females. The age at onset varied from 10 to 
75 years, the average being 41.1 years. There was no predilection for the 
markedly obese. Alcohol was used in one-half of the cases; in 1 patient its 
use seemed to provoke the attacks of pain. The period over which seizures 
had been experienced varied from three months to thirty-four years, the 
average being seven and one-half years. The frequency of seizures varied 
from one every four years to once a week. Pain was usually severe but in 
3 cases it was relatively mild. The painful seizures lasted anywhere from 
an hour to twenty-one days. In 15 cases the duration of the seizures lasted 
for days. Illustrative case histories are presented. Pathologie changes in 
the pancreas are illustrated by photomicrographs. 

The following conclusions are presented: (1) The clinical picture, 
pathologic physiology. course and pathologic alterations in the pancreas are 
very constant regardless of the presence or absence of disease of the biliary 
tract: (2) The problems of diagnosis of chronic relapsing pancreatitis are 
increased by the presence of associated disease of the biliary tract. Aware- 
ness of the possibility of pancreatitis, familiarity with its clinical features. 
certain roentgenologic findings and tests of pancreatic function should lead 
to a correct diagnosis in a high percentage of cases; (3) The treatment of 
chronic relapsing pancreatitis whether associated or unassociated with dis- 
ease of the biliary tract is the same, except that there is need for surgical 
removal of the diseased gallbladder; (4) Evidence is presented which sup- 
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ports the thesis that in certain cases of chronic relapsing pancreatitis, dis- 
ease of the biliary tract may be secondary to the disease in the pancreas. 1 
reference. 5 figures.—Author’s abstract. 

(This paper emphasizes the importance of considering recurrent attacks 
of pancreatitis in the diagnosis of some cases of obscure upper abdominal 
disease.—-T.G.0. ) 


References to Current Articles 


Acute Pancreatic Oedema. Winston Eric Austin, Vancouver, B. C., Canada. 


Canad. M. A. J. 59:354-57, October 1948. 


37. Spleen 


References to Current Articles 


Epidermoid Cyst of the Spleen. Edward F. Parker and Alton G. Brown, 
Medical College of State of South Carolina, Charleston, S.C. Surgery 
24:708-13, October 1948. 


38. Genitourinary Surgery 


Dark-Cell Adenocarcinomas of the Kidney. James D. Fryfogle, O. 
Theron Clagett and John L. Emmett, Mayo Clinic, Rochester, Minn. J. Urol. 
60:221-34, August 1948. 

Since dark-celled adenocarcinomas of the renal cortex are seldom en- 
countered, there is little literature on their origin, growth and prognosis. 
Of the 768 malignant tumors of the renal cortex studied grossly and micro- 
scopically, only 29 proved to be of the pure dark-cell type (3.8 per cent). 
In comparing the cytologic characteristics of the dark-cell carcinomas with 
normal renal histologic structure, striking histologic similarities between 
the tubules of a 7 month stillborn infant and the tumors were found. The 
establishment of definite criteria which satisfies all assertions that a given 
tumor arises from a particular tubular portion was impossible. When the 
pathologic findings in cases of hypernephroma were compared with those 
in cases of dark-cell adenocarcinomas, two distinguishing features, color 
alteration and absence of limiting capsule, were noted in about one-third 
of the latter cases. Microscopic study showed the papillary pattern to be 
the predominant one. Using the method of Broders, 8 cases were graded 1; 
14 graded 2; 6graded 3; and | graded 4 (high grade malignancy indicated 
by mitotic activity, nuclear-nucleolar ratio and necrosis). In 26 cases a 
microscopic demarcation, indicating separation of the carcinomatous from 
the normal renal parenchyma, was found. Only one tumor disclosed fune- 
tioning bone marrow. The average age of the 16 men and 13 women was 
19.8 years. The average duration of symptoms in the 10 patients whose 
principal symptom was presence of a mass was 18.7 months; in the 8 pa- 
tients complaining of hematuria, 18.3 months; in the 3 patients complaining 
of pain, 15.2 months. The pain was either sharp and severe and localized 
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in the flank or lower part of the thorax, or colicky and burning and associa- 
ted with hematuria or a sensation of dull pressure, associated with a large 
mass. The average weight loss was 16 pounds in one year. Only 25 per 
cent of the men survived five years or more while the rate for women was 
67 per cent. There were three long term survivals of 21, 22 and 31 years 
postoperatively, all occurring in women. Three cases are reported briefly. 
15 references. 2 tables. 5 figures. 


Cryptorchism. Lloyd G. Lewis, Georgetown University School of Medi- 
cine, Washington, D.C. J. Urol. 60:342-56, August 1948. 

As noted by Felix and other embryologists, there is no internal descent 
of the testis. The function of the cremaster muscle in drawing the testis 
through the inguinal canal, as described by John Hunter and by Curling, 
is evident from experimental observations on young rats. When the genito- 
femoral nerve is divided before testicular descent has taken place, the gland 
remains in the abdomen. When the innervation of the cremaster is divided 
after descent of the testis, that gonad cannot be drawn up into the abdomen 
like its normally innervated mate. When the testis has been manually re- 
placed in the abdomen after section of the genitofemoral nerve, it remains 
in the abdomen unless manually expressed. Descent into the scrotal sac 
depends on normal development of the scrotum and of the third inguinal 
ring. Hormone therapy may bring about descent of the testis by activation 
of the normal mechanism provided no anatomic or pathologic condition 
prevents transit through the inguinal canal. Anterior pituitary-like hor- 
mones will advance puberty in boys nearing that phase of their normal de- 
velopment. The use of gonadotropic hormones wil lhasten descent of the 
testis only in those patients whose testes would normally descend at puberty. 
The use of hormones at or shortly before puberty may prevent unnecessary 
surgery. If the testis does not descend after the use of 30,000 rat units of 
anterior pituitary-like substance in dosage of 500 rat units twice or three 
times a week, surgery is indicated without delay. Spermatogenesis follow- 
ing orchiopexy depends upon preservation of the internal spermatic vessels. 
An operation for correction of abdominal cryptorchism suggested by Fruin 
and previously described by Frangenhain is illustrated. The retroperitoneal 
space is exposed by adequate abdominal incision. The sheath of the in- 
ternal spermatic vessels and the sheath of the vas is incised for its full 
length to allow placement of the testis in the scrotum without tension. When 
the vessels are not long enough to traverse the inguinal canal, a new opening 
through the abdominal wall medial to the deep epigastric vessels is made. 
This new opening is at the site of a direct inguinal hernia. This operation 
compensates for about 2 inches deficit in the length of the internal spermatic 
vessels which must be preserved if spermatogenesis is to follow orchiopexy. 
64 references. 4 figures.—Author’s abstract. 
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Retropubic Prostatectomy. George Austen, Jr., and William C. Quinby, 
Peter Bent Brigham Hospital, Boston, Mass. New England J. Med. 239:35- 
15. July 8, 1948. 

By comparison with perineal, suprapubic transvesical and transurethral 
prostatectomy, retropubic prostatectomy has the following advantages: ana- 
tomically the approach is simple and direct and sacrifice of important struc- 
tures or danger to the function of organs is not a problem; excellent ex- 
posure of the gland is provided: more complete exposure and examination 
is possible following enucleation of the hypertrophied lobes: control of 
bleeding is easier: reconstruction and repair of the prostatic urethra, with 
watertight closure of the prostatic capsule, is more readily accomplished; 
the postoperative course is easier for both the patient and hospital person- 
nel; and urinary sepsis is minimal postoperatively. The following disad- 
vantages are listed, though they may be more apparent than real: the ap- 
proach may be time-consuming and somewhat difficult in the adipose pa- 
tient or in one with a deep and narrow pelvis in which the gland is located 
deep at the bottom of a funnel: a previous open cystotomy might cause the 
retropubic approach to involve more dissection and trauma: control of 
bleeding from the larger vessels in the endopelvic fascia may not always be 
easy: edema of the penis might follow ligation and division of the large 
central vein running longitudinally across the gland’s anterior surface since 
it communicates directly with the deep dorsal vein of the penis: difficulty 
in reaching the obstructive tissue may be encountered when hypertrophy is 
limited to a subtrigonal or intravesical median lobe or when enlargement 
of the lateral lobes is slight: preservation of an intact vesical outlet may be 
impossible in some cases with hypertrophy of the median lobe only, since 
enucleation may traumatize and tear the bladder neck: and lastly adequate 
visualization of, or easy access to, the gland’s posterior aspect or apex in 
the region of the membranous urethra makes this approach less suitable 
than the perineal route in cases of early prostatic carcinoma when total pros- 
tatectomy is indicated. 

The technic of the retropubic procedure, as described by Millin and 
modified by others, is presented in detail with seven drawings illustrating 
the various steps. The retropubic method of Millin has been used in 20 
cases of prostatic obstruction seen at the Peter Bent Brigham Hospital during 
a fifteen month period ending in September 1947. In general the patients 
were selected on the basis of a preoperative diagnosis of benign prostatic 
hypertrophy without major complicating diseases of the lower urinary tract. 
The average age was 70.2 years: the average duration of symptoms, 3.65 
vears. Obstruction was complete in 4 patients; urinary retention partial 
in 8; and residual urine minimal in 8. Mild to moderately severe lower 
urinary tract infection was present in 12 cases on admission. Preoperative, 
preliminary drainage through a No. 16 Fr. Foley catheter, averaged 14.4 
days. The average weight of the glands was 42.1 Gm. Postoperatively the 
urine was clear within twenty-four hours in 9 cases: within forty-eight hours 
in 8 and within seventy-two hours in 3. The suprapubie drain was usually 
removed on the second or third postoperative day; the urethral catheter 
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after about six and one-half days. The 4 instances of suprapubic seepage 
were considered the result of inadequate closure of the prostatic capsule 
and fascia and faulty adjustment of the urethral catheter. In 1 case acute 
unilateral pyelonephritis developed on the tenth postoperative day but with- 
in thirty-six hours the signs and symptoms had abated. Immediate post- 
operative hemorrhage occurred in | case and delayed minor bleeding in 2 
cases. There were no postoperative deaths a!though 1 patient with benign 
hypertrophy and an unsuspected carcinoma died from coronary thrombosis 
three months after surgery. Of the 19 patients living and well, 15 have had 
no urologic complaints referable to the operation since leaving the hospital. 
160 references. 7 figures. 


Transplantation of the Ureters into the Rectosigmoid and Cystectomy. 
Charles C. Higgins, Cleveland Clinic, Cleveland, O. S. Clin. North America 
28:1209-19, October 1948. 

In selected cases there should be no hesitancy in recommending trans- 
plantation of the ureters because the mortality has been appreciably reduced 
by proper preoperative preparation, postoperative care and refinements in 
surgical technic. The procedure provides complete urinary control and 
enables the patient to be comfortable and lead a normal life. Careful atten- 
tion to the technical details of the operation will prevent ureteral dilatation, 
hydronephrosis and renal sepsis. In the patient with carcinoma of the 
bladder in which the conservative treatment carries a high morbidity and 
little hope of cure, radical operation is advised. The indications for ureteral 
transplantation into the rectosigmoid, and sometimes cystectomy, are: Ex- 
strophy of the bladder (operation preferably during the first year of life); 
carcinoma of the bladder: epispadias: tuberculous cystitis: interstitial eys- 
titis; incontinence following transurethral resection; and vesicovaginal fis- 
tula. Transplantation of the ureters and cystectomy is done in two stages 
in infants and the operation is technically more difficult. In adults the 
operation is done either in one or two stages, depending on the caliber of 
the ureters and the absence or presence of renal infection. Usually the 
right ureter is transplanted into the rectosigmoid in one stage, the left ureter 
being transplanted and the bladder removed seven to ten days later. Younger 
patients with carcinoma of the bladder are treated by simultaneous trans- 
plantation and cystectomy. Ether anesthesia is used for a child. spinal 
anesthesia for an adult. The patients is placed in moderate Trendelenburg 
position. Following a low right rectus incision, incision of the peritoneum 
and upward displacement of the intestines, the right ureter is isolated and a 
longitudinal incision made in the posterior peritoneum overlying the ureter. 
As the ureter is dissected from its bed down to the bladder, care must be 
taken that no periureteral tissue or blood vessels are stripped from the 
ureter. Following division of the ureter close to the bladder and ligation of 
the stump attached to the bladder, the ureter is freed for about 2 inches, 
lifted upward and the posterior peritoneum closed with 000 catgut. The 
transplantation site must be such that the ureter will not be kinked or angu- 
lated. Next a longitudinal incision measuring 1! to 2 inches is made 
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through out the serosal and muscular bowel coats down to the mucosa 
(lumen of bowel must not be entered). The trough to be occupied by the 
transplanted ureter is provided by lateral separation of the serosal and 
muscular coats. After the free end of the ureter is split for a short dis- 
tance, this split end tied with a special 00 catgut, and the bowel replaced in 
normal position, the ureter is placed in the bowel trough, and anchored 
by passing the sutures through the serosal and muscular layers of the bowel 
which are reapproximated over the ureter. Triple 0 catgut is used for the 
adventitial tissue of the ureter, care being exercised that the lumen of the 
ureter is not entered. A small incision is made through the mucosa of the 
bowel into the lumen with a spear-point knife and the free end of the ureter 
placed in the bowel, the ureter being held in place to prevent retraction by 
special sutures. Finally. immobilization of the bowel at the operative site 
is accomplished by anchoring it to the posterior peritoneum with two or 
three interrupted sutures. Closure is made without drainage. Simultaneous 
transplantation differs only in that the incision is a low median one. The 
preoperative and postoperative care prescribed for these patients is outlined 
in detail. 1 reference. 6 figures. 


Aneurysm of the Renal Artery. Report of Five Cases, One treated 
by Resection of Aneurysmal Sac Without Sacrificing the Kidney. Charles 
Pierre Mathé, St. Mary's Hospital and Southern Pacific Hospital, San Fran- 
cisco, Calif. J. Urol. 660:543-51. October 1948. 

The purpose of this paper is to report a case of renal artery aneurysm 
which was successfully treated by conservative surgery, and to urge sur- 
geons to be on the alert for renal aneurysm during surgical procedures on 
the kidney. This 43 year old female patient was admitted for surgical 
correction of bilateral renal ptosis. In the course of the operation, a saccular 
aneurysm measuring 1.5 em. in diameter was found on the superior branch 
of the right renal artery. No hemorrhage followed its extirpation. Follow- 
up examination showed the patient to be in good health and to be free of the 
lumbar and abdominal pains, headaches, indigestion and nausea which had 
troubled her. Three of the 4 remaining cases were treated by nephrectomy. 
The fourth case was treated by denervating and suspending the kidney. the 
fibrosis which would take place during the healing process being depended 
on to reinforce the arterial wall defect (fusiform aneurysm). She is well 
eight years after operation. The majority of aneurysms are felt to becaused 
by the same degenerative changes of blood vessel walls that give rise to 
aneurysms in other parts of the body. Contrary to some opinion, pain is a 
more or less constant symptom in these cases. There should be no hesitation 
in performing renal sympathectomy for the relief of intractable pain in the 
kidney region and at this time a careful search for aneurysm should be made 
along the renal artery and its branches. Emphasis is placed upon the fact 
that the pain associated with a movable and displaced kidney is present in 
the abdomen rather than the loin. At roentgen ray examination the finding 
of a broken wreath-like shadow which is more dense at its periphery, is 
regarded as diagnostic of renal aneurysm. If a laminogram is taken in con- 
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junction with an excretory urogram, this wreath-like shadow will be de- 
lineated on the same plane as the kidney. Arteriography provides helpful 
information about the distribution of the renal artery and its branches and 
discloses the presence of aneurysm. Although nephrectomy is the treat- 
ment of choice in most cases, the kidney need not be sacrificed if the ane- 
urysm involves one of the branches of the renal artery and the main branch 
has no atheromatous changes. Resection of the aneurysmal sac will suffice. 
Neither need the organ be sacrificed when a small fusiform aneurysm is 
associated with ptosis, hydronephrosis and the like. When the kidney lesion 
is corrected, the fibrosis appearing during the healing will adequately rein- 
force the arterial wall defect. 14 references. 4 figures. 


References to Current Articles 


A Comparative Follow-Up Study of the Therapeutic Value of Bilateral 
Orchiectomy in the Treatment of Carcinoma of the Prostate Gland. 
W. W. Scott and J. A. Benjamin, University of Rochester, School of 
Medicine and Dentistry, Rochester, N.Y. J. Urol. 60:604-11, Octo- 
her 1948. A series of 82 patients with prostatic carcinoma treated by 
bilateral orchiectomy were compared with an untreated control series. 
Thirty per cent more of the latter have died in the same intervals of 
time. 7 references. 7 tables. 1 figure. 

Re-Anastomosis of the Vas Deferens. Case Report. William L. Huffman, 
Cleveland, O. J. Urol. 60:643-44, October 1948. After a bilateral 
vas ligation, done three years before, a successful re-anastomosis was 
made by means of simple and apparently effective method. 5 refer- 
ences. 

Mesoblastic Nephroma in Adults. A Clinico-Pathologie Study of Wilms’ 
Tumors and Related Renal Neoplasms. Ormond S.-Culp and Frank 
W. Hartman, Henry Ford Hospital, Detroit, Mich. J. Urol. 60:552-76, 
October 1948. Embryonal nephroma, used to describe all renal tumors 
of embryonic origin, may be divided into tumors of mesoblastic origin, 
and those of mesonephrie origin. The tumors studied were mesoblastic 
nephromas and a discussion, with illustrative case reports, is presented 
of the four subdivisions: mixed, carcinoma, sarcoma and undifleren- 
tiated. 143 references. 9 tables. 19 figures. 

Skin-Tubed Ureterocutaneous Transplantation. Geza Schinagel and George 
Sewell, Wayne University, College of Medicine, Detroit, Mich. J. 
Urol. 60:586-90, October 1948. The technic for a one-stage bilateral 
ureterocutaneous transplantation in which the terminal segment of the 
ureter is kept viable and is covered with a skin graft is deseribed. 
Tubing of the projected ureter is aimed at eliminating the use of a 
ureteral catheter; facilitating the catching of urine in a bag, by gravity: 
and avoiding stricture formation of the ureter at the skin surface. 3 
references. 3 figures. 

Prepared Pedicled Skin Tubes in Ureterocutaneous Anastomosis. A Sug- 
gestion. Geza Schinagel, Wayne University, College of Medicine, 
Detroit. Mich. J. Urol. 60:591-92, October 1948. The advantages of 


= 
4 
\ 
‘ 
> 


180 QUARTERLY REVIEW OF SURGERY 


and technic for the preparation, prior to ureterocutaneous anastomosis, 
of pedicled skin tubes into which the ureters are inserted, are presented. 
3 references. 1 figure. 

The Bladder in Prostatism. An Operation for Excessive Bladder Hyper- 
trophy. E.G. Crabtree and S. Richard Muellner, Beth Israel Hospital. 
Boston, Mass. J. Urol. 60:593-98, October 1948. In cases in which 
prostatectomy has been adequate but a markedly searred detrusor 
muscle causes large bladder residuals and an inability to void, excision 
of the two-thirds of the scarred bladder permits satisfactory micturi- 
tion, the remaining portion of bladder tending to regenerate to normal 
size. 7 references. 3 figures. 

Carcinoma of the Prostate. A Study of the Postmortem Findings in One 
Hundred and Seventy-Six Cases. Falk K. Arnheim, Northwestern Uni- 
versity Medical School, Chicago, Hl. J. Urol. 60:599-603, October 
1948. Death resulted from the disease in 139 of the 176 cases of 
prostatic carcinoma analyzed. Two-thirds of all metastases involved 
hones and lymph nodes: one-third, viscera. Bladder involvement was 
usually by direct extension. Metastases were absent in 33 per cent. 
Adenocarcinomas were found in 96 per cent. 16 references. 1 table. 
2 figures. 

The Uses of Streptomycin in Urology. Part IL. The Oral Use of Strepto- 
mvein and Sulfathalidine in Uretero-Intestinal Transplants. John T. 
MacLean, Emerson Smith, Lloyd Bower and Frederick Smith, Montreal, 
Que.. Canada. Canad. M. A. J. 59:328-32, October 1918. 


39. Gynecologic Surgery 


The Anatomy of the Lymphatic Drainage of the Vulva and its Influence 
on the Radical Operation for Carcinoma. Stanley Way, North of England 
Cancer Organization. Ann. Roy. Coll. Surgeons 3:187-209, October 1948. 

In 84 cases of cancer of the vulva in which lymph node involvement 
was siudied histologically, the nodes were found to be involved in 14 cases: 
in 3 of the 42 cases in which the deep nodes were studied, it was found that 
these nodes were involved, while the superficial nodes were free. With 
unilateral involvement of the vulva, there may be involvement of the nodes 
on the same side, or on the opposite side, or bilateral involvement of the 
nodes. In 33 cases in which carcinoma was on the right side of the vulva. 
no involvement of the nodes was found by histologic examination in 19 
cases: in | case the nodes on the left side, in 6 cases the nodes on the right 
side and 2 cases the nodes on both sides were involved; in 5 cases the nodes 
were involved on the right side but information is incomplete in regard to 
the other nodes. as only a unilateral resection was done. In 27 cases in 
which the carcinoma was on the left side of the vulva, no involvement of the 
nodes was found in 1] cases: in 7 cases the nodes on the left side, in 1 case 
the nodes on the right side and in 8 cases the nodes on both sides were in- 
volved. In 24 cases of midline or bilateral cancer of the vulva. no involve- 
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ment of the nodes was found in 10 cases, in 1 case the nodes on the left side 
and in 6 eases the nodes on both sides were involved; in 7 cases in which 
only a unilateral dissection was done, the nodes on the operated side were 
involved but information is incomplete. It has been found impossible to 
determine by clinical examination whether the lymph nodes are or are not 
involved in carcinoma of the vulva. Thus in 27 cases in which the lymph 
nodes were palpably enlarged on clinical examination, subsequent histo- 
logic examination showed them to be involved in 15 cases and not involved 
in 12 cases. In 36 cases in which the lymph nodes were not palpably en- 
larged, there were found to be histologically involved in 14 cases and not 
histologically involved in 22 cases. 

On the basis of these findings, the author now employs an operation 
for carcinoma of the vulva which removes the vulva very widely (including 
any premalignant lesion), removes the lymphatic anastomosis in the mons 
and removes the lymph nodes up to and including the external iliaes on 
both sides. This operation is hased on the same principle as the Stoeckel 
operation, is a little more extensive than Taussig’s operation but differs from 
hoth these operations in certain details. The technic is described. The 
operation has been done as a one-stage operation on 41 occasions and a two- 
stage operation on 2 oceasions. Two of these operations were incomplete, 
because of the presence of fixed iliac nodes that could not be removed. There 
were 7 postoperative deaths in the series, 4 of which were due to cardiac fail- 
ure: 2 of these patients were known to have heart disease. Up to six months 
ago 38 patients were operated on, with 5 postoperative deaths. In 13 of 
these cases in which the nodes were found to be involved, there was 1] post- 
operative death: and 2 patients have since died from metastases (in 1 of 
these fixed iliae nodes could not be removed); the other patients are living 
and well, 1 for six years, 4 for four years. In 25 cases in which the nodes 
were not involved there were 4 postoperative deaths; all the patients sur- 
viving operation are living and well, 4 for four years and 4 for three vears. 
19 references. 12 tables. 7 figures. 


Endometriosis. Joe . Meigs, Boston, Mass. Ann. Surg. 127:795-809, 
May 1948. 

In two private series of 400 cases each, endometriosis was evident 
microscopically or grossly in 36 per cent and 35 per cént, respectively: in 
two series seen at Massachusetts General Hospital (400 cases in each) the 
incidence was 8 per cent and 8.25 per cent, respectively. This high inci- 
dence among private patients is felt to be due to the fact this group usually 
married and has children later and less frequently than the group seen as 
ward patients. lack of early and frequent child-bearing being regarded as a 
cause of endometriosis. Monthly menstruation for years without interrup- 
tion is not felt to be physiologically normal. Continuous menstruation pro- 
duces varied hormonal reactions which probably stimulate growth of the 
celomie cells and cause miiellerian growth. A plea is made for the im- 
provement of economic conditions for young people in order that they may 
marry early and have their families. Since almost all the lesions of endo- 
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metriosis are found in the pelvis a relation to the pelvic celom is thus proved. 
Because endometriosis has been demonstrated in young women, careful in- 
spection of the pelvis is in order when young girls are operated on for pelvic 
pain. A clue to the diagnosis of endometriosis is found on physical examina- 
tion (rectal examination) when a rough, firm and “shotty” feeling is noted 
behind the cervix. The earliest and most frequent physical finding, “shotty” 
nodules in the uterosacral ligaments, is easily discovered. When the lesion 
is more widespread and perhaps involves the ovaries, this “shotty” feeling 
is found in the vaults and occasionally a cyst with a soft spot at the point of 
its adherence to the broad ligament may be felt. A diagnosis of endo- 
metrioma of the recto-vaginal septum is made on finding a group of small 
black to blue nodules on the vaginal mucosa behind the cervix. 
Endometriomas grow slowly and may require years for advancement 
to a large size. Moreover, many of these lesions are probably in an end stage 
when seen. Radical surgery is rarely necessary for endometriosis. Pain 
rather than mere presence of endometriosis should be the indication for sur- 
gery except when the condition is interfering with fertility. Endometriosis 
of the bowel should be treated by bowel resection in women of the child- 
bearing age and by castration in the older women. Surgery is required in 
the case of a suspected but undiagnosed ovarian lesion because of the dan- 
ger of ovarian cancer; when ovarian endometriosis is found conservative 
surgery with preservation of ovarian function is indicated, castration being 
reserved for those cases in which conservative measures will not suffice. In 
a young woman a chocolate cyst should be treated by excision of the cyst 
from the ovary. Frequently in endometriosis the posterior cul-de-sac is 
pulled up on to the back of the uterus and following its release, a proper 
uterine suspension is required in order to keep the pelvic organs away from 
the raw areas in the deep pelvis. Furthermore this adherence of the cul-de- 
sae, with its obliteration of the uterosacral ligaments, must be carefully 
considered prior to total hysterectomy because the rectum may be easily 
entered at this point. In the event of conservative surgery on a patient with 
dysmenorrhea of endometriosis, a presacral neurectomy, done prior to oper- 
ation, will be satisfactory if the pain is central and not lateral. In this clinic 
reoperation is rarely necessary after conservative surgery. If pregnancy is 
desired, patients undergoing conservative surgery should be advised to at- 
tempt to become prégnant very soon after operation. 33 references. 11 tables. 


See Contents for Related Articles 


Activity of Some Synthetic Oestrogens Determined by Experiments on Rats. 
G. L. M. Harmer and W. A. Brown, Nottingham, England. Lancet 2: 
766-67, Nov. 13, 1948. 
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40. Vascular Surgery 


Thoraco-Abdominal Approach for Portacaval Anastomosis. With a 
Case Report of Portacaval Shunt Employing This Method. Victor P. Satin- 
sky, Hahnemann Medical College and Hospital, Philadelphia, Pa. Amn. 
Surg. 128:938-47, November 1948. 

The patient is placed in the true left lateral position, supported by a 
sandbag. An incision is made along the course of the right ninth rib, from 
the right lateral margin of the erector spinae muscles to the lateral border of 
the right rectus muscle. The ninth rib is resected subperiosteally from its 
angle to the costochondral junction which is severed to connect the right 
thorax with the abdomen, (The eighth interspace may be used.) The dia- 
phragm and the abdominal muscles are incised along the line of incision. 
After proper retraction, the peritoneum just lateral to the inferior vena cava 
is incised. The inferior vena cava is mobilized from the right renal vein 
to the point where it passes under the liver. Beginning laterally, so as to 
avoid injury to the common duct, the portal vein is then mobilized from its 
origin to beyond the point of its bifurcation. The proximal portion of the 
portal vein is then placed between the jaws of a Blalock clamp. At this time 
pressure readings of the portal vein are taken. The Blalock clamp is then 
closed, the right and left branches of the portal vein are ligated flush with 
the liver and the portal vein is cut transversely at its bifureation. A clamp 
with a deep curve is then placed over the right superior aspect of the inferior 
vena cava above the renal veins; venous flow thereby continues unobstructed 
beneath the clamp while the anastomosis is performed, utilizing the pinched- 
off segment of vein. A portion of the inferior vena cava is excised so as to 
preclude the possibility of postoperative spontaneous closure. (A special 
vena cava clamp and a curved long-handled scissor for excising a portion of 
the vein have been devised. They are manufactured by George P. Pilling and 
Son Company, Phila., Pa.) A direct, end to side intima to intima anasto- 
mosis between the portal vein and inferior vena cava is established by means 
of a running, everting mattress, No. 00000 braided black silk suture. The 
thoracic and abdominal cavities are then reconstructed. 

Twelve advantages of this new approach are listed: (1) The portal 
vein lies to one side instead of behind and between the common duct and 
hepatic artery. (2) The liver can be dislocated in the right hemathorax. (3) 
Direct access to the hilum of the liver permits ligation of the right and left 
branches of the portal vein. High ligation not only affords a longer segment 
of portal vein for anastomosis, lessening the danger of tension at the suture 
line but reduces the chances for thrombosis formation in a blind venous 
pouch. (4) Exposure is wide because of the free spread of the ribs and the 
free communication of the thoracic and abdominal cavities. (5) The liver 
hilum structures and the inferior vena cava are presented more superficially 
than when the patient is placed on his back. (6) With the patient lying on 
his left side the suture line supports its maximum tension; its depend- 
ability therefore may be visualized at the time of operation. (7) Handling 
of the intestines is avoided, reducing to a minimum postoperative ileus. 
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(8) The troublesome venous collateral circulation is easily coped with by 
this direct exposure; more importantly, it is largely avoided. (9) The need 
for resecting adhesions from previous anterior abdominal operations is ob- 
viated. (10) By employing this method, portacaval anastomosis will be 
favored over the less efficient, formerly easier splenorenal junctures; this 
makes for a less hazardous postoperative course since the use of heparin is 
unnecessary with the larger portacaval shunts. (11) Little chance for post- 
operative incisional hernia exists, since the abdominal portion of the wound 
constitutes a small part of the entire incision. (12) Operative time is re- 
duced by more than half compared to the hitherto employed abdominal 
route. 

If desired, pressure readings of the portal system can be taken at the 
time of operation simply by performing the abdominal portion of the thor- 
aco-abdominal wound first. Because of the excellent exposure of the entire 
length of the common duct, the approach described for portacaval anastomo- 
sis is strongly urged for difficult reparative common duct surgery. It will 
also prove most useful for easy and complete exposure of the right adrenal 
gland. 7 references. 5 figures.— Author's abstract. 


The Pattern of Vasospasm Following Acute Arterial and Venous Oc- 
clusions. A Micrometrie Study. Harold Laufman, Wayne B. Martin and 
Stanley W. Tuell, Northwestern University Medical School, Chicago, Ill. 
Surg., Gynec. & Obst. 87:641-51, December 1948. 

The present study was concerned with the micrometric measurement of 
changes in caliber of the smaller radicals of the mesenteric vascular tree 
following occlusion of the superior mesenteric vessels. The apparatus used 
was a Knisely fused quartz rod transillumination apparatus employing a 
constant temperature tissue bath with variable volume flow. Young small 
dogs were used and intravenous nembutal anesthesia was employed. A 
special lucite tray held the dogs mesentery in a nonstretched position, sub- 
mersed in constantly circulating mammalian Ringer's solution at body 
temperature. The microscope was fixed on small vessels. A small pre- 
capillary artery and vein running side by side were chosen for observation, 
the artery measuring from 0.054 to 0.144 mm. in the various animals and 
the vein from 0.090 to 0.288 mm. The capillaries stemming from such 
vessels were observed in the same microscopic field. A series of control 
animals allowed to remain in the apparatus from four to eight hours showed 
no appreciable changes in caliber in the observed vessels. Thus. any marked 
changes which occurred in subsequent experimental animals were considered 
dependable as a response to the lesion produced. In 40 animals the superior 
mesentery vein was clamped with a rubber-tipped artery foreeps for periods 
ranging from twenty minutes to two hours and twenty-nine minutes. A con- 
trol series of readings was taken to make sure that no undue changes in 
caliber resulted from the operative manipulation. The pattern of response 
in the observed vessels was remarkably uniform. Following venous occlu- 
sion there was invariably a marked spasm (decrease in caliber) of the small 
artery and a gradual dilatation of the concomitant vein. In some instances 
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of venous occlusion, the artery diminished to one-eighth its original caliber. 
After the clamp was removed from the main vein the small arteries remained 
in a spastic condition for varying periods of time. This phenomenon was 
termed residual spasm. The duration of the arterial vasospasm following 
venous occlusion varies considerably from one animal to another but ap- 
parently has some relation to the duration of the original occlusion. 

The same technic was used for occlusion of the superior mesenteric 
artery in 2] dogs as was used in the case of the vein. The clamp was allowed 
to remain on the artery for periods ranging from five minutes to two hours. 
The pattern of response of the observed vessels was again rather constant. 
The difference between animals was only one of degree. In each instance 
the small arteries responded by a marked spasm. In most animals the con- 
comitant vein also went into a moderate degree of spasm following arterial 
occlusion, Upon release of the clamp from the artery the bowel flushed 
with reactive hyperemia. The interesting feature of this period of reactive 
hyperemia was that the small artery under observation maintained a defi- 
nite degree of residual spasm, while the capillaries became markedly 
dilated. This observation of residual vasospasm following the release of 
arterial occlusions was observed whether the occlusion lasted for five minutes 
or two hours. Following either an arterial or venous occlusion the blood 
cells within the vessels clump together in masses within a relatively short 
period of time. This finding was proved to be that of sludge formation and 
identical to the sludge formation observed by Knisely and his associates in 
various diseases and in shock states. As the sludged masses became adher- 
ent to the endothelial lining of the vessel, minute thrombi formed easily. 
When such thrombus formation occurred in the spastic vein during arterial 
occlusion they propagated rapidly. This finding could account for seg- 
mental venous thrombosis in arterial occlusive disease, making it unneces- 
sary to postulate the presence of peri-arterial inflammation as the cause of 
venous thrombosis. Once a small vessel became thrombosed its reactivity 
heeame arrested. Reflex vasospasm and sludge formation are important 
sequelae of all acute main stem vascular occlusions. 44 references. 9 figures. 
—Author’s abstract. 


References to Current Articles 


Preliminary Observations on the Use of Human Arterial Grafts in the Treat- 
ment of Certain Cardiovascular Defects. Robert E. Gross, Elliott S. 
Hurwitt, Alexander H. Bill, Jr. and E. Converse Peirce, 2nd. Boston. 
Mass. New England J. Med. 239:578-79, Oct. 14, 1948. 


A Method for Puncturing Blood Vessels, Located and Exposed by Incision. 
Heinrich Lamm, La Feria, Tex. Surgery 24:653-64, October 1948. 
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41. Arteries 
References to Current Articles 


Some Technical Considerations in the Arteriographie Examination of the 
Lower Extremity. R. Glenn Smith and Darrell A. Campbell, Wayne 


County General Hospital, Eloise, Mich. Surgery 24:655-61, October 
1948. 

42 . Veins 

: Postthrombotic Syndrome of the Lower Extremity. Treatment by Inter- 

ruption of the Superficial Femoral Vein and Ligation and Stripping of the 

e Long and Short Saphenous Veins. Robert R. Linton and Irad B. Hardy, 


Massachusetts General Hospital. Boston, Mass. Surgery 24:452-68, Septem- 
ber 1948. 

Deep venous thrombosis of the lower extremity involving the femoral 
and iliac veins produces permanent morphologic changes in the limb that 
affect the physiology of the venous circulation producing the so-called post- 
thrombotic sequalae. These consist of pain, edema, varicose veins, indura- 
tion of the subcutaneous tissue above the internal malleolus, pigmentation, 
a chronic dermatitis of the skin of the lower leg and chronic ulceration. 


, Numerous methods in the past have been devised to treat these conditions 
3 but none has been too satisfactory. It is believed that these postthrombotie 
pe sequelae develop as a result of the sustained increased pressure in the veins 

oh of the lower extremity and the associated lymphedema. The method of 

sy treatment that is recommended is first to clear up ulcerations with pressure 


dressings and to get the skin ina satisfactory condition so that the operation 
can be performed. The operative procedure that is recommended consists 


in of interrupting the superficial femoral vein just distal to the profunda branch 
¢ ' and the long saphenous vein at the saphenofemoral junction. Venous pres- 
* ; sures are taken in the superficial femoral vein by cannulating it with a needle 
oe : attached to a manometer filled with a normal saline solution. The initial 


pressure is recorded and a second reading is taken after the superficial fem- 
oral vein has been occluded temporarily and finally a third one is taken with 


mi both it and the saphenous vein occluded. These pressures are taken as a 
be precautionary measure to ascertain the effect of occluding both of these ves- 
aad sels. as occasionally it is found that these pressures rise to an alarming 
level. The rule has been established that if the pressure rises above 30 cm. 
Ie after both veins have been occluded the stripping is not done until a later 
bed date because extensive bleeding may occur from the unligated saphenous 
ee vein tributaries following its stripping. The long saphenous vein is stripped 
® from the groin down to the level of the internal malleolus by using an intra- 


luminal type of stripper. The short saphenous vein is also removed from 
* the external malleolus to the popliteal space. This method has been used 
in eighty-four postthrombotic extremities and the results obtained have been 
very encouraging, although there has been some recurrence in extremities 
with ulcerations. It is felt that a further period of observation is necessary 
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to determine the true value of this method of therapy, although after a period 
of one to sixteen months the results have been encouraging. 22 references. 
7 tables. 6 figures.—Author’s abstract. 


The Etiology of Leg Ulcers and Their Treatment by Resection of the 
Popliteal Vein. Gunnar Bauer, General Hospital, Mariestad, Sweden. J. 
Internat. chir. 8:957-67, Sept.-Oct. 1948. 

Phlebography was done in 100 patients with varicose veins and leg 
ulcers. In this study the opaque medium was introduced into the upper end 
of the femoral vein and allowed to run in a distal direction. Umbradil, a 
Swedish product equivalent to Perabrodil was used, 20 ce. being injected 
very slowly, the roentgen ray exposure was made after sixty seconds. This 
study showed that in one group of 45 patients, there was a broad and dense 
femoral vein shadow extending 3 to 10 cm. down the thigh and ending 
abruptly at a well-defined valve structure; this evidently indicates a normal 
femoral vein with competent valves. In a second group of 55 patients, the 
contrast medium filled the entire femoral vein, the popliteal vein, the princi- 
pal deep veins in the calf, and, in a number of cases, even the large sub- 
cutaneous varicose vein nests in the lower leg. This indicates a pathologic 
femoral and popliteal vein with incompetent valves. In the first group with 
normal femoral veins, there were no definite symptoms except that | patient 
showed a small and not very typical leg uleer, and 2 complained of pain; 
the Trendelenburg test was positive. In most instances, these patients sought 
medical advice because of the appearance of the large varicose veins. In the 
second group, 53 patients complained of pain, 53 showed chronic edema of 
the legs, and 48 had induration or ulcers; the Trendelenburg test was nega- 
tive in these cases. In 25 of the 55 cases, with pathologic femoral veins, the 
lesion was the result of a previous attack of deep venous thrombosis but in 
the other 30 cases, no evidence of previous thrombosis was found. In the 
first group of patients with normal femoral veins the best method of treat- 
ment is generally considered to be high resection of the great saphenous 
vein, preferably supplemented by retrograde sclerosing injection. In pa- 
tients with proved femoral vein incompetence, treatment has been by resec- 
tion of 1 to 3 em. of the popliteal vein between ligatures; all minute veins 
on the part to be resected are doubly ligated and cut. This operation has 
been done in 54 cases with no complications. Patients were allowed out of 
bed on the afternoon after operation with the lower legs bandaged with elas- 
tic bandages. In all cases there was complete relief from pain following 
operation; the edema almost completely disappeared, although patients were 
out of bed, and the ulcers healed in a comparatively short time, except in 1 
case in which an unusually large ulcer persisted for three months. Most of 
the patients have been operated on so recently that late results cannot be 
determined. Of 24 patients who have been followed up for three to fourteen 
months, all are relieved of pain; 4 show some edema and 10 some indura- 
tion, less pronounced than before operation. In 1 case with a large uleer, 
noted above, the ulcer is still present; in 1 other case an ulcer has recurred, 
the only recurrence in the series. 17 references. 3 tables 13 figures. 
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On Complications in the Treatment of Varices with Etolein. (Etanolamino 
oleat.) Olof Olsson, Sahlgrenska Sjukhuset, Gothenburg, Sweden. Acta 
chir, Scandinay, 97:14-24, Sept. 30, 1948. In 1,408 cases treated by 
operation and retrograde etolein injections, 3 cases of nonfatal pul- 
monary embolism occurred: in 2600 cases, 2 cases of deep thrombosis. 
9 references. 

Studies on Eck Fistulas in Dogs. A Simple Technique for the Preparation 
of a Portacaval Anastomosis with the Aid of a Clamp. Smith Freeman, 
Chicago, Ill. Surg.. Gynec. & Obst. 87:735-38, December 1948. 


43. Orthopedic Surgery 


The Bone Bank. Leonard F. Bush and C. Zent Garber, New York Or- 
thopedic Hospital, New York, N.Y. J. A. M. A. 137:588-94, June 12, 1948. 

Use of homogenous bone and of autogenous refrigerated bone has been 
reported by various workers. Initially in this bone bank, excess bone from 
operations was stored at 2 to 5 C. By this method bone could be preserved 
for a short time only. A series of experiments were done using large chin- 
chilla rabbits. Fresh autogenous and homogenous grafts in both iliac bones 
were studied. Next, grafts which had been stored at —24 C. for periods of 
one, two, four, eight and twelve weeks were studied. Rabbits were killed 
at three and six week intervals and the area of the grafts was examined 
grossly, roentgenologically and microscopically. Results are tabulated. 
Frozen grafts became attached to suitably prepared host beds and were 
slowly and at least partially replaced by new bone. Fresh autogenous grafts 
and autogenous grafts stored at ~24 C. for one or two weeks were more 
quickly reconstructed into bone approaching normal architecture than frozen 
homogenous bone. After bone had been frozen for more than twenty-eight 
days, little difference was apparent. Boiled autogenous grafts were inferior 
to frozen grafts. After animal experiments, clinical trial was attempted. 
In this series, living donor bone was used. Homogenous bone has been 
used in 126 operations in 104 patients. Twenty-four of the operations were 
with bone from direct transfer, 37 operations with bone stored at 2 to 5 C. 
and 43 operations with frozen bone. Donor bone was used in any case re- 
quiring extra bone. Donor bone has been of definite value in bone grafting 
operations. Operative time is lessened and secondary operations have some- 
times been avoided by its use. Biopsies after use of donor bone show rela- 
tively litthe new bone formation microscopically but grossly new formation 
appears excellent. Donor bone furnishes a framework for new bone forma- 
tion, and supplies necessary calcium. 7 references. 3 tables. 6 figures. 
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Reconstruction of the Thumb. By Transposition of an Adjacent Digit. 
Redford C. Tanzer and J. William Littler, The Hitchcock Clinic, Hanover, 
N. H. and the Roosevelt Hospital, New York, N. Y. Plast. & Reconstruct. 
Surg. 3:533-47, September 1948. 

The three criteria which a reconstruction of the thumb must meet before 
it can be termed satisfactory are: Flexion and extension sufficiently forceful 
to permit grasping; opposability of the tip of the reconstructed thumb to the 
pulp of at least one digit; tactile sensation at the tip; and an inconscipuous 
appearance and a reasonable resemblance to thumb contour. The three re- 
ported methods for reconstruction of the thumb are: (1) application of a 
tubed pedicle flap to the thumb stump, later reinforced by a tibial or iliae 
bone graft; (2) transplantation of a digit from the opposite hand or foot; 
(3) transposition of an adjacent digit. In this last method not only is the 
continuity of the vessels, nerves and tendons preserved but the operative 
procedure is less complicated. The method was used in a series of 7 cases. 
Since inadequate circulation is the only definite contraindication to trans- 
position of an adjacent digit, careful evaluation of this factor is mandatory 
and any major procedure must be delayed until satisfactory nourishment is 
apparent. Dorsal sympathetic block or sympathectomy will reduce vaso- 
spasm, while secondary nerve suture will correct anesthesia. Damaged 
flexor or extensor tendons may be replaced at some later time by transplants. 
If during the preliminary revision of scars a significant one is found at the 
site of thumb loss, it should be excised for the purpose of improving circula- 
tion to the base of the adjacent digit since the neurovascular bundle on the 
radial side is often destroyed. If primary closure is not feasible, an abdom- 
inal pedicle flap should be used. In the present series direct flaps were 
used in such cases. Also, and intact extensor tendon (or both extensor ten- 
dons if the index finger is used) should be transplanted to the dorsoradial 
aspect of the metacarpal so that this tendon will be out of the operative 
field when the transposition is effected later. Should the digit chosen for 
transposition show a sensory nerve deficit, a direct nerve suture of the di- 
vided segments of a distal segment to one of the thumb branches may be 
performed during preliminary scar revision. The procedure by which the 
digit is transposed and the steps involved in the positioning and activation 
of the transposed digit are described in detail. The 7 cases are reported. 
In 6 the result has been successful and a satisfactory result is anticipated in 
the seventh although additional tendon work will be required at the proper 
time. 29 references. 8 figures. 

(Hand surgery of this type is technically difficult and often disappoint- 
ing to both the surgeon and the patient. It should not be undertaken lightly. 
—H. R. McC.) 
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44. Fractures 


Fractures of the Acetabulum, The Nature of the Traumatic Lesions, 
Treatment and Two-Year End-Results. Marshall R. Urist, University of 
Chicago, School of Medicine, Chicago, Ill. Ann. Surg. 127:1150-64, June 
1948. 

Two vear end results are described for 16 cases of fracture of the 
acetabulum: 5 were fractures of the superior or posterior rim: 8 were cen- 
tral fractures: and 3 were comminuted fractures which disorganized the 
entire joint cavity. Open operation and exact repair of the joint definitely 
increased the chances of obtaining a perfect hip joint after fractures of the 
superior or posterior rim of the acetabulum. Central fractures are ordi- 
narily limited to the anterior portio nof the aetetabulum which was not as 
important for the normal function of the hip as the superior or posterior 
portions. Imperfect position of the anterior rim fragment or the inner table 
of the pelvis had no appreciable effect upon the function of the joint when 
the case was seen two vears after the injury. Fusion or arthroplasty Was 
necessary in every case in which the entire joint cavity of the acetabulum 
was disorganized. The author recommends these procedures early in such 
cases, the choice of operation depending upon the requirements of the 
individual case. 58 references. 3 figures. 2 tables.—Author’s abstract. 


Marrow-Nailing of Recent Fractures, Pseudoarthrosis and Bone Plas- 
tic. Experiences in 100 Cases. Anders Westerborn, Sahlgrenska Hospital, 
Gothenburg, Sweden. Ann. Surg. 127:577-91, April 1948. 

Medullary-nailing is not an open reduction as the fracture is not ex- 
posed. A long U or V-shaped nail is driven into the marrow cavity from a 
hole chiseled in the cortex well away from the fracture. No chiseling is 
needed in fractures of the femur because the nail is inserted through the soft 
hone of the upper surface of the great trochanter. The chief difficulty is in 
obtaining such a good closed reposition of the fracture that the nail can be 
inserted directly from the marrow cavity of one fragment to the other. The 
nail is inserted under fluoroscopic control or its position repeatedly checked 
by roentgenograms or, in order to avoid the risk of possibly having to with- 
draw the nail and change its position, a Kirschner needle may first be in- 
serted as a leader. This is done in operations upon fractures of the femoral 
neck. The nail does not fill the entire marrow cavity but is resistant to 
flexion and gives a firm fixation without causing much damage to the bone 
marrow and endosteum. Closed reposition is important because it avoids 
risk of infection and outer complications. Open reposition is occasionally 
necessary but, if closed reposition is successful, marrow-nailing is only a 
small operation which causes the patient little strain or risk. The nail must 
not be made of such hard steel that it does not have the flexibility necessary 
to permit insertion into the marrow cavity from the hole in the cortex. The 
necessary instruments for this procedure comprise a driver, striking tool, 
nail-drawing instrument and set of nails of assorted length. Medullary- 
nailing has also been found to facilitate healing of pseudarthrosis and bone 
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plastic work. It has been found much better than the old treatment methods, 
especially osteosynthesis, as it shortens the stay in bed and hospitalization, 
requires no extension, reduces pain and other subjective symptoms, and 
minimizes risk of stiff joints, muscular atrophy and circulatory disorders. 
Indications for its use have not been agreed upon. Risks are destruction of 
marrow, fat embolism and osteomyelitis. At least 2 deaths from fat em- 
bolism have been reported. Restricted osteitis with local sequestration may 
occur but not usually extended osteomyelitis. The nail is usually and 
easily removed when full consolidation is established. This procedure has 
been successfully used in 69 recent fractures, 24 cases of pseudarthrosis 
and 7 of bone plastics. 5 references. 1 table. 13 figures. 


Intramedullary Nailing of Fractures. The Practice at Kiel.  G. J. 
Fraenkel, General Hospital, Nottingham, England. Lancet 2:387-88, Sept. 
1, 1948. 

The method as observed at Kiel in 1947 is described briefly. It con- 
sists of accurate reduction checked by roentgen-ray screening followed by 
the insertion of a roughly V-shaped stainless steel nail down the length of the 
marrow cavity. The history of this procedure is briefly mentioned. It is 
observed that open reduction is not required and early and firm union with- 
out muscle wasting or joint stiffness may be expected, as normal physio- 
logic activity with early use can be obtained. The ease in nursing and re- 
habilitation, saving of bed-immobilization and the remarkable absence of 
complications to be expected theoretically, such as infection and fat embol- 
ism are considered. The results of 155 cases nailed at Kiel are quoted from 
Griessmann, H. and Schéttemeyer, W. (Der Chirurg 1947, 17-18, 316). The 
application to the individual long bones is then described together with re- 
sults and complications. Especially note the description of the special 
double nail for the tibia to obtain secure immobilization of the hourglass 
shaped marrow cavity: the first nail carries a welded-on wedge which forces 
the tip of the second nail away from it, thus obtaining a firm spreading ac- 
tion. Even where additional plaster is required because for special reasons 
the nail does not secure complete immobilization it may be of great value in 
preventing angulation. Finally it is emphasized that the chief danger is in 
the screening, and that rigid precautions are required in this respect. The 
author makes absolutely clear that he is not trying to assess the value of the 
method, far from advocating it but that he is only trying to draw attention 
to it or a method well worthy of further study on which only it can be ae- 
cepted or condemned. 2 references. 6 figures.—Author’s abstract. 


References to Current Articles 


The Use of the Moe Plate in the Treatment of Intertrochanteric Fractures. 
Timothy A. Lamphier, Arthur W. Trott and Joseph H. Shortell, Boston, 
Mass. Surg.. Gynec. & Obst. 87:652-60, December 1948. 

Internal Fixation of Hip Fractures with a New Lag Screw. Joseph S. Jund- 
holm, Rockford, Ill. Surgery 24:703-707, October 1948. 
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45. Dislocations 


Fracture-Dislocation of the Hip Joint. The Nature of the Traumatic 
Lesion, Treatment, Late Complications and End Results. Marshall R. Urist, 
University of Chicago, Chicago, Ill. J. Bone & Joint Surg. 30-A:699-727, 
July 1948. 

This paper is the third of a series of three devoted to injuries of the 
hip joint incurred in jeep accidents in World War II. Twenty-seven cases of 
dislocation are reported associated with major fractures of the acetabulum 
or the head of the femur. The experience gained in the management of these 
cases provided an opportunity to determine the indications and the best 
technics for primary surgical treatment. Review of the case records, serial 
roentgenograms, and follow-up examinations, two years after the injuries, 
disclosed new information about the pathogenesis of vascular necrosis of the 
head of the femur. The diagnosis of avascular necrosis of the hip joint may 
be established early by means of an exploratory examination of the posterior 
aspect of the neck of the femur within a short time after the injury. Fifteen 
cases of all types were treated by means of early arthrotomy. Two of these 
showed gross hemorrhages in the retinacula and the posterior capsula_re- 
flexa. One year later only these 2 cases showed disintegration of the bone 
structure of the head of the femur. These observations suggest that avascular 
necrosis of the head of the femur originates in a traction injury and subse- 
quent thrombosis of the articular branches of the medial division of the 
femoral circumflex vessels. Nineteen of the 27 patients with fracture dis- 
locations were followed for at least two years. The results indicated that: 
(1) Fractures of the posterosuperior rim of the acetabulum with displace- 
ment should be repaired as perfectly as any other fracture of a weight- 
bearing joint; (2) Fractures of the posterior rim of the acetabulum, asso- 
ciated with dislocation of the hip, should be treated by cautious closed 
manipulation, followed by open reduction and internal fixation of the frae- 
ture through a posterior approach; (3) Dislocation of the hip joint asso- 
ciated with comminuted fracture of the acetabulum should not be subjected 
to closed manipulation. The only safe and efficient method of treatment is 
primary open reduction, as soon as the patient is in fit condition for a major 
surgical procedure. When the goal of the operation is replacement of large 
fragments and exploration of the sciatic nerve, the posterior approach is 
required: when replacement of the head of the femur and erasion of the 
joint surface in preparation for fusion are indicated, the anterior approach 
of Smith-Petersen is advisable; (4) Fractures of the head of the femur, 
except in cases in which it is necessary to reduce the size of the head or to 
excise the intra-articular fragments, are best treated by conservative methods. 
(5) Degenerative arthritis may be expected to occur in most cases in which 
the superior, weight-bearing, surface of the acetabulum or head of the femur 
is defective and in many cases in which small fragment of bone are allowed 
to remain in the joint after closed manipulations. The following early 
complications are discussed: retroperitonal hemorrhage, urinary tract in- 
juries, thrombosis of the hemorrhoidal veins, thrombophlebitis, sciatic 
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neuritis and sciatic nerve palsy. Late complications, encountered within a 
period of six months to years after the injury, were: synovitis, ossification 
of the joint capsule, avascular necrosis of the head of the femur and trau- 
matic arthritis. 7 references. 4 tables. 13 figures.—Author’s abstract. 


Traumatic Dislocation of the Hip Joint. Review of 101 Dislocations. 
J. R. Armstrong, London, England. J. Bone & Joint Surg. 30-B:430-45, 
August 1948, 

Dislocations of the hip are divided into simple dislocations, those with 
fracture of the acetabular rim, those with fracture of the acetabular floor 
and dislocations with fracture of the femoral head. Treatment of simple 
dislocations with fracture of the femoral head. Treatment of simple dislo- 
cations is well standardized and consists of reduction by manipulation under 
general anesthesia; immobilization in a hip spica for eight weeks: mobiliza- 
tion and exercise without weight bearing for about four weeks and rehabili- 
tation for six weeks with gradual return to full activity. Treatment of the 
second group includes both reduction of the dislocation, accurate replace- 
ment of the fractured acetabular fragment and its maintenance in position 
until united. If manipulation does not reduce the fragment, the limb is 
usually immobilized in traction and the fragment generally falls accurately 
into position in a few days. Traction is then continued for five or six weeks, 
after which immobilization is continued by a hip spica. Treatment of hip 
joint dislocations with associated fracture of the acetabular floor by traction 
was unsatisfactory though reduced with reasonable accuracy. Early joint 
arthrodesis seems the best treatment of this injury, though mold-arthroplasty 
may be indicated in selected cases. Hip joint dislocation with fracture of 
the head of the femur is treated by reduction, by manipulation and accurate 
reposition of fragments or open reduction. Results depend upon the amount 
of damage to the femoral head, ease and accuracy of reduction. In a series 
of 100 patients with hip joint dislocations, complete recovery was obtained 
in 76 per cent of simple dislocations, 63 per cent of dislocations with frac- 
tured acetabular rim and 40 per cent of dislocations with fractured head 
of the femur. Recovery was incomplete in all cases of dislocation with 
fracture of the acetabular floor. Myositis ossificans developed in only 1 case 
which was treated by massage and movement. Early traumatic arthritis 
developed in 15 per cent of simple dislocations, 25 per cent of cases with 
fracture of the acetabular rim, 60 per cent of those with fractured femoral 
head and 100 per cent of cases with fractured acetabular floor. Sciatic 
paralysis occurring in these cases usually results from nerve damage by a 
displaced fragment of acetabulum. Operative reduction is required in such 
cases if the fragment is not accurately replaced by manipulation or traction. 
8 tables. 11 figures. 

(No discussion of traumatic dislocation of the hip can be considered 
complete unless the incidence of secondary aseptic necrosis of the femoral 
head is included. This complication is not at all rare and accounts for a high 
percentage of the poor results—W.R.McC. ) 
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References to Current Articles 


Complete Dislocation of the Talus. Wendell J. Newcomb, Pensacola, Fla. 
and Ernest A. Bray, Louisville, Ky. J. Bone & Joint Surg. 30-A:872-74, 
October 1948. The case presented is of interest because of its rarity 
and because it demonstrates the necessity for immediate reduction, the 
possibility of revasculariation and the policy of preserving the talus. 
10 references. 5 figures. 

Results of Open Reduction of “True” Congenital Luxation of the Hip. 
Jacques Leveuf, Paris, France. J. Bone & Joint Surg. 30-A:875-82, 
October 1948. This report covers the distinction between true luxation 
and a primary subluxation, and the results obtained from open re- 
duction, primary open reduction and open reduction with shortening 
of the femur. 

Traumatic Dislocation of the Hip. Walter G. Stuck, San Antonio, Tex. 
Surgery 24:742-43, October 1948. 

Compound Dislocation of Elbow Joint Without Fracture. S. V. Railton, 
Welland, Ont., Canada. Canad. M. A, J. 59:367, October 1948. 


46. Bones 


Bone Lengthening. F.G. Allen, Royal Cripples Hospital, Birmingham, 
England. J. Bone & Joint Surg. 30-B:490-505, August 1948. 

Bone lengthening by means of an oblique osteotomy, using two Kirsch- 
ner wires through each fragment, attached by stirrups to a rigid screw trae- 
tion device is reported. Dissection and division of soft tissues is avoided in 
order to minimize soft tissue damage. The tibia is exposed anteriorly by 
a curved incision. The periosteum is exposed and an oblique osteotomy 
outlined by drill holes piercing both corticles. The periosteum and the 
front of the bone are divided along this line with an osteotome, the back 
breaking in the same line. The lateral periosteum is left intact and the 
posterior periosteum does not tear completely. The fibula is divided trans- 
versely. Two wires are inserted transversely above and two below the 
osteotomy and fixed to the distraction apparatus. Dressings are applied and 
the limb heavily padded with felt or thick wool under the sole, over both 
malleoli, behind the Achille’s tendon an dover the head of the fibula. These 
are the most likely places for sores to appear. A long plaster of paris boot 
is applied from groin to toes and divided transversely at the center of the 
osteotomy when hardened. Distraction is immediately commenced and pro- 
ceeds at about 1/16 of an inch daily until the required length is obtained. 
Excessive aching indicates too rapid lengthening. Local pain or soreness 
indicates pressure and should be relieved by temporarily relaxing the dis- 
traction and cutting a small window in the plaster. The apparatus is left 
in position until reentgenograms show enough callus between the fragments 
to prevent collapse. Plaster and wires are removed while the union is still 
plastic, the alignment adjusted if necessary and plaster reapplied until union 
is complete. Femoral lengthening is done similarly but is more difficult 
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as stiffness of the knee joint is a frequent complication. A 2 inch lengthen- 


ing may be obtained in the femur and 3 inches in the tibia and fibula without 


complications but more than this may cause temporary external popliteal 
nerve paralysis. Tibial and fibular lengthening is more certain and more 
easily controlled than femoral lengthening. Traction and countertraction 
through the bone with complete lateral rigidity are essential. The operation 
in the femur should be planned as far from the knee as possible to minimize 
the danger of knee stiffness. The external popliteal nerve is the most deli- 
cate structure involved and the least tolerant of stretching. Complications 
reported in other methods of bone lengthening are caused by subperiosteal 
bone exposure and transverse division of the periosteum and fascia and are 
largely avoided by this method. 14 references. 2 tables. 11 figures. 


Bone Lesions in Eosinophilic Granuloma, Hand-Schuller-Christian 
Disease, and Letterer-Siwe Disease. /gnacio Ponseti, State University of 
lowa City, la. J. Bone & Joint Surg. 30-A:811-33, October 1948. 

The 8 cases chosen to illustrate the clinical, roentgenographie and 
histologic characteristics of bone lesions found in eosinophilic granuloma, 
Hand-Schiiller-Christian disease, and Letterer-Siwe disease are presented 
chiefly to corroborate the present idea that these diseases probably repre- 
sent forms of the same pathologic process. The first case, occurring in a 
2! year old girl, provides a typical example of eosinophilic granuloma 
of bone. In the second case, the clinical course and microscopic picture 
of a tumor of the leg suggested malignancy but when the leg was amputated 
one year after biopsy, the eosinophils which had predominated at the time 
of biopsy were no longer present in the amputated specimen. After five 
years there is no evidence of local recurrence or metastatic extension. The 
third case, in which the patient had multiple bone involvement, cervical 
lymph node involvement and painful and marked swelling of the affected 
right fourth finger was thought to represent an intermediary form between 
the multiple eosinophilic granuloma and Hand-Schiiller-Christian disease. 
The fourth patient, a 16 year old boy, with diabetes insipidus, first com- 
plained of infected gums and loose teeth. The findings in this case (typical 
eosinophilic granuloma in the humerus and temporal bone along with en- 
larged spleen and lymph nodes and infiltration of both upper lung fields ) 
lend support to Farber’s conclusion that eosinophilic granuloma and Hand- 
Schiiller-Christian disease are variants of the same basic disease process. 
Both iliac bones and the left femur also showed areas of bone destruction. 
In the fifth case, one of Hand-Schiiller-Christian disease, areas of bone 
destruction were found in the skull, fourth rib and the right mastoid. The 
outstanding feature was the finding of a great number of large mononuclear 
cells and eosinophils such as are noted in typical oesinophilic granuloma 
of the bone. These findings were thought to prove that the eosinophilic 
granuloma represents the first stage of an evolutive process which sometimes 
becomes transformed into a lipogranuloma. The sixth case presented a 
typical Hand-Schiiller-Christian syndrome although diabetes insipidus was 
absent. After being symptomless and greatly improved for three years. 
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following roentgenotherapy, an acute exacerbation of the disease oceurred 
a. which did not respond to roentgenotherapy. The prognosis is grave. The 
findings in the seventh case (first seen when child was 1! years old), en- 
largement of the liver and spleen, moderate enlargement of all palpable 
lymph nodes, moderate anemia and leukocytosis and extensive infiltration of 
both lungs, suggested Letterer-Siwe disease but the diabetes insipidus, moder- 
ately high blood cholesterol and total lipids were more characteristic of 
Hand-Schiiller-Christian disease. Thus the case supports the contention that 
these diseases are two manifestations of the same pathologic process. The 
eighth patient was a 14 month old girl with an extensive and destructive 
dl lesion of the left humerus. There was no invasion of the epiphyseal plate 
or the soft tissues of the upper arm. The upper portion of the femur was 
also affected although the lesion was well outlined by normal appearing 
bone. According to the biopsy, the lesion in the humerus was compatible 
with Letterer-Siwe disease and the clinical findings and downhill course were 
typical. 7 references. 8 figures. 


References to Current Articles 
ce Transplantation of the Tibia and Fibula to Replace the Femur Following 
Resection. ~“Turn-up-Plasty” of the Leg. C. P. van Nes, University 
of Leiden, Leiden, Holland. J. Bone & Joint Surg. 30-A:854-58, 
October 1948. Transplantation following partial and total resection 
‘i of the femur are discussed and the operative procedures presented. 
pa Two eases in which turn-up-plasty of the leg was used with satisfactory 
7 results are reported, | reference. 9 figures. 


47. Joints 


References to Current Articles 


a Reconstruction of a Metacarpophalangeal Joint with a Metatarsal Trans- 
xa plant. Walter C. Graham, Santa Barbara, Calif. and Daniel C. Rior- 
ss dan, New York, N. Y. Bone & Joint Surg. 30-A:848-53, October 1948. 


Five cases of such reconstruction are reported (photographs of roent- 

genograms and hands before and after repair included). the fifth 

metatarsal being used for transplant in all but 1 case. The operative 

technic and important features of this reconstruction are discussed. 

ae 23 figures. 

Arthroplasty of the Knee Joint. Eivind Platou, Orthopaedic Clinic. Oslo, 
Norway. Acta chir. Seandinay. 97:83-89, Sept. 30, 1948. Reports 
16 cases of arthroplasty of the knee joint, in 10 of which a good result 
was obtained. 1 table. 8 figures. 
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48. Tendons 


References to Current Articles 


Primary Tendon Repair. Joseph L. Posch, Detroit Receiving Hospital and 
Wayne University College of Medicine, Detroit, Mich. S. Clin. North 
America 28:1323-40, October 1948. This report considers injuries to 
the tendons and nerves of the hand and illustrative case reports are 
presented for flexor and extensor tendon injuries (severance) treated 
by primary repair. 14 references. 2 tables. 6 figures. 


49. Amputations 


Some Problems of Causalgic Pain. A Clinical and Experimental Study. 
John A. W. Bingham, Belfast Hospital for Sick Children, Belfast, Ireland. 
Brit. M. J. 4571:334-38, Aug. 14, 1948. 

Twenty-five patients with persistent pain following amputations and 14 
patients with causalgiec pain following peripheral nerve injuries were seen 
between October 1944 and April 1946. Clinical and experimental obser- 
vations were made which have enabled certain conclusions to be drawn con- 
cerning these conditions. It was showed by Lewis that cutaneous hyper- 
algesia obtained by stimulating a cutaneous nerve with a weak faradie cur- 
rent was produced by nerve impulses conveyed to skin by special nerves 
which he named nocifensor nerves. The author found that tenderness could 
be readily produced in this way in patients with marked causalgic states 
hut not in patients who were free from pain and tenderness. This indicates 
that individual variation in nocifensor nerves is related to the development 
of causalgie pain and tenderness. The author’s experience has been that 
interrupting the sympathetic chain produces satisfactory relief of pain and 
tenderness in approximately 60 per cent of cases. The rapidity with which 
sympathetic procaine block relieved cutaneous tenderness seemed to sup- 
port the view that relief by this means was brought about by interrupting 
the sensory pathway; for Lewis had showed that nocifensor tenderness per- 
sisted for many hours after nerve impulses to the skin had ceased. The 
following experiments provided further support. In 9 patients with moderate 
or severe causalgie pain following amputations or nerve injuries an area of 
experimental hyperalgesia was produced on a part of the affected limb not 
previously tender. A procaine sympathetic block was then carried out. In 
6 cases but not in the other 3, there was immedate relief of the original 
pain and tenderness and also of the experimental tenderness. After a few 
hours when the effect of the sympathetic block had worn off the experiment- 
ally produced tenderness returned. The return of this experimental ten- 
derness indicated that the hyperalgesic state had persisted from the time of 
the original nerve stimulation and its temporary relief can be explained only 
by temporary interruption of the sensory pathway. In 10 patients on whom 
sympathetic procaine blocks or sympathectomy had failed to relieve causal- 
gic pain, brachial plexus blocks or spinal analgesia succeeded in producing 
relief. Pain must therefore. have arisen in the periphery but must have 
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travelled centrally by some pathway other than the sympathetic chain, 
probably by way of the posterior roots of the injured nerves. 

It seems most likely that this double pain pathway between peripheral 
nerve and spinal cord exists in all cases, the proportion of nocifensor nerves 
following each pathway varying in different individuals. When sympathee- 
tomy relieves pain it is not necessary to conclude that all pain impulses have 
been interrupted but only that the number reaching conciousness has been 
reduced below that necessary to give rise to pain. Anterolateral tract sec- 
tion was carried out in 2 patients. One had an upper limb amputation and 
chordotomy at the second cervical segment produced little or no relief of 
phantom pain, though producing marked relief of tenderness. The other 
had a lower limb amputation and chordotomy at the sixth cervical segment 
produced considerable but not complete, relief of pain, and completely re- 
lieved stump tenderness. Some months later brachial plexus blocks and a 
spinal anesthetic were carried out on these patients without their pain being 
in the least relieved. In these cases section of the spinothalmic tract seemed 
to cause pain to arise in the cord. This view is supported by the patient 
with the upper limb amputation developing after operation pain in his leg 
on the side of the amputation as well as in the phantom arm. It is argued 
that section of posterior roots, when these form the principal pain pathway, 
may also cause pain to arise centrally. 15 references. 1 figure.—Author’s 
abstract. 


Factors Favoring Successful Transmetatarsal Amputation in Diabetes. 
Howard F. Root. Harvard Medical School, Boston, Mass. New England J. 
Med. 239:153-58, Sept. 23, 1948. 

Certain diabetic patients with gangrene of one or more toes and in- 
tractable infections or ulcerations of the toes may be treated by transmetatar- 
sal amputation of the foot which sacrifices the toes but preserves a good 
walking foot. In the patients selected for this operation deficient blood 
supply. as evidenced by absent pulsation of the dorsalis pedis artery, has 
not prevented successful results. However, the amputation does require 
for success a correct estimation of ample collateral circulation if healing is 
to take place. Ina series of 170 amputations successful healing occurred in 
145 cases (85 per cent). This procedure has the advantage of removing 
toes which are potential sources of future danger and at the same time giving 
the patient a foot which stands use well. 2 references. 5 tables.—Author’s 
abstract. 


50. Traumatic Surgery 


See Contents for Related Articles 
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51. Burns 


Sears as a Source of Cancer. Marjolin’s Uleer (Cancer des cicatrizes. 
Ulcera de Marjolin). Moacyr Santos Silva and Francisco Fialho, National 
Cancer Service, Rio de Janeiro, Brazil. Rey. brasil. de cancer. 1:67-77, No. 
2, 1947. 

Ten cases of cancer of cicatrix are reported. All 10 cases were in- 
stances of spino-cellular carcinoma and all 10 fulfilled the postulates of 
Ewing for determining the role of cicatrix as the determining factor in the 
etiology of the neoplasms. That is a cicatrix was present and the growth 
limited itself to the area of the scar; there was nothing else present to account 
for the development of the new growth, the histologic character of the tumor 
tissues were compatible with its origin from the tissues locally and, finally, 
there was nothing to indicate that the tumor growth had been present before 
the advent of the sear. The material included 3 cases of grade 1, according 
to Broder’s classification, 4 of grade 2, 2 of grade 3 and 1 of grade 4. In 
only 1 case was there metastasis to the regional lymph nodes. The rarity 
of metastasis in these tumors is tentatively ascribed to the tendency to sclero- 
sis of the derma. All these tumors except one—and even this case exhibited 
a papillomatous hyperplasia of the epithelial layer—had evolved into true 
papillomatous tumors. In view of the preponderance of burns in the eti- 
ology of this type of cancer the authors suggest that all burns be healed 
as rapidly as possible with avoidance of a vicious cicatrix, that secondary 
infection be avoided, that epithelialization be stimulated, with skin trans- 
plantation where indicated and that scars be subjected to simple surgical 
removal with the first sign of change. 5 references. 1] table. 15 figures. 

(The advice to treat old discharging or retreating scars surgically is 
good; the best opinion is against irradiation.—®D. ) 


52. Shock 


See Contents for Related Articles 


53. Transfusions 


Some Simple Observations on Transfusion Reactions. John Wallace, 
West of Scotland Transfusion Service and R. D. Richards, Morrison Emer- 
gency Hospital. Brit. M. J. 4552:640-43, Apr. 3, 1948. 

Reactions observed in 324 blood collections and reinfusions and 56 
glucose-saline 540 ml. infusions are described. Febrile reactions occurred 
in 9 cases of the former group, the cause being identified in all but 1 case. 
This reaction in 6 cases resulted from the use of transfusion sets sterilized 
eighteen months previously and wrapped in celophane. No febrile reactions 
occurred in the glucose-saline infusions. The blood was stored for two 
days in 11 cases and for seven days in 20 cases before reinfusion but no 
febrile reaction occurred. This blood was cleanly and properly collected 
and immediately and continuously refrigerated between 2 and 6 C. The 
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glucose-saline fluid was given at room temperature in 36 cases and at about 

10 C. in 20 cases. The blood was warmed to room temperature in all but 

3 cases in which it was given immediately after removal from the refrigera- 

Sl tor. No reactions occurred in 2 cases given refrigerated blood but venous 

spasm occurred in the third. The saline infusions were given at a rate of 

10 ml. per minute and the blood at a rate of 20 ml. per minute in all but 24 

cases in which it was given at rates of 80 to 110 ml. a minute. There were 

no reactions in the first group and only minor transient reactions in the 

second group. Venous spasm occurred in 5 cases. It was sufficiently severe 

ie to interfere with administration in 3 cases but the spasm was relieved by 

local application of heat and infusion continued without further difficulty. 

This was apparently caused by the mechanical insertion of the needle in the 

i j vein in all cases but temperature of the fluid seemed to be an additional fae- 

pe tor in 1 case infused with blood at refrigerator temperature. Stiffness of 

the elbow developed a half-hour after the infusion followed by acute tender- 

ness over the biceps. a swollen upper arm and a bluish discoloration over 

the medial forearm in forty-eight hours. All cleared up in a few days. It 

is suggested that this condition was caused by severe spasm of the veins 

draining the biceps muscle with rupture of some tributaries. These cases 

showed that febrile reactions are not more common with stored than fresh 
' blood provided it is properly collected and stored. 10 references. 

(The problem is very likely more complicated than this paper would 

make it appear to be.—1.s.R.) 


54. Wounds 


See Contents for Related Articles 


55. Military Surgery 


See Contents for Related Articles 


56. Experimental Surgery 


See Contents for Related Articles 


57. Miscellaneous 


References to Current Articles 


\ Definitive Ambulatory Treatment for Infected Pilonidal Cysts. George 
Crile. Jr.. Cleveland Clinic, Cleveland, O. Surgery 24:677-79, Octo- 
her 1948. 

Ischial Decubitus Uleer. Ernest Bors and A. Estin Comarr. Birmingham 
Veterans Administration Hospital, Van Nuys, Calif. Surgery 24:680- 
94, October 1948. 
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An Analysis of the Treatment of Trophic Ulcers. Alvin Goldfarb, St. Louis, 
Mo. and Marvin Wagner, Milwaukee, Wis. Surgery 24:744-54, October 
1948. 

Sciatica Caused by Cyst Formation in Old Hematoma. Report of Three 
Patients Treated Surgically. Ralph Herz, Cleveland. O. Surgery 24: 
714-18, October 1948. 


58. Book Reviews 


British Surgical Practice, Volume IIL. Sir Ernest Rock Carling and J. 
Paterson Ross. The C. V. Mosby Co., St. Louis, 1948. 

This is the third volume in the projected nine volume series entitled 
“British Surgical Practice.” The high standard of excellence initiated in 
the first two volumes is continued in this one. As in previous volumes, the 
alphabetical listing of subjeets is continued and the volume begins with 
Caesarean Section by Gilliatt, who incidentally was the chief obstetrician at 
the delivery of Princess Elizabeth, and ends with a consideration of Eye- 
lids by Black. One point that improves the readability and referability of 
the text is the use of marginal labels. Not only is the text well divided into 
paragraphs and subsections but these marginal labels make reference easy. 
There are good chapters on various aspects of endoscopy. The chapter by 
Sir Hugh Devine on carcinoma of the colon is excellent. He advises an 
extremely conservative type of operation in so far as primary anastomosis 
without defunctionalization is concerned. Devine advises exteriorization or 
primary defunctionalization in almost all cases. The chapter by Tubbs on 
the treatment of patent ductus arteriosus is good and discusses the merits 
of the anterior and lateral approaches. Tubbs advises the latter. The ex- 
cellence of the first three volumes augers well for the continued high stan- 
dard of the entire series which will be published in the near future. 


British Surgical Practice. Volume IV. Sir Ernest Rock Carling and J. 
Paterson Ross. The C. V. Mosby Co., St. Louis, 1948. 486 pp. 261 figs. 

Volume 4 of this excellent series fully comes up to the standard set 
by the previous three volumes. The figures, some in color, are well chosen. 
The authors are representative of the best group of British surgeons and in 
addition there are chapters by Dr. W. Edward Gallie of the University of 
Toronto and Dr. Wilder Penfield of Montreal. The individual subjects cov- 
ered in this volume range from Facial Palsy to Hiecup, the selection being on 
an alphabetic basis as in the previous volumes. The chapter on Facio-Maxil- 
lary Injuries and Deformities by Mowlem and Associates is excellent. Mr. 
Mowlem is a recognized authority on plastic surgery. The chapter on Fascial 
Grafts by Gallie is good, as is to be expected. Hadfield presents a good 
exposition on the subject of Fat Necrosis with an excellent color plate. The 
diagrams in Milligan’s chapter on Fistula in Ano are excellent. Wilder 
Penfield, who is the world authority on focal epilepsy discusses that sub- 
ject. Holdsworth’s article on Fractures is a sound and thorough exposition, 
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The discussions by Lake on Frost-Bite and by Ogilvie on Gastro-Colic Fistula 
are both well done. Latchmore’s article on Gastrostomy is excellent but 
he makes no mention of the Spivack method, outlining the Janeway method 
instead. Barron has a good chapter on the Hand, and Tubbs presents an 
up to date discussion on the Heart and Pericardium but only considers 
wounds of the heart in a short section on this organ, whereas his discussion 
of the pericardium is more extensive. Pulmonie stenosis and other lesions 
are not considered but may well be discussed in a future volume. Julian 
Taylor's article on Hernia is sound but he makes no mention of Cooper’s 
ligament repair in the treatment of inguinal hernia. On the other hand, 
he gives this method priority in the treatment of femoral hernia. Boland’s 
article on Hiecup is thorough. This author does not mention phrenic crush 
in the radical treatment of hiccup but does mention phrenic avulsion, stating 
it is inadvisable. It would seem to this reviewer that phrenic avulsion is 
inadvisable for hiecup but that phrenic crush has certain definite indica- 
tions. On the whole, the book is excellent and incites interest in the future 
volumes in the series. 


Cancer of the Esophagus and Gastric Cardia. Edited by George T. 
Pack, M.D.. New York, N.Y. The C. V. Mosby Co., St. Louis, Mo. 1949, 
192 pp. 79 illus. $5.00. 

This monograph is composed of a collection of twelve articles dealing 
with the problem of cancer of the esophagus and gastrie cardia, all of which 
appeared in the June 1948 issue of Surgery. These articles, with their 
bibliographies, have been included in their original form. A preface by 
the editor and an index have been added. The individual papers deal with 
the roentgen diagnosis, the preoperative and postoperative care, the opera- 
tive technics involved and the immediate survival rates of patients with car- 
cinoma of the esophagus and gastric cardia subjected to surgery. Seven 
papers present the experiences of various individuals with the operative 
management of malignancy in this area. The presentations include the 
surgical management of the cervical, intrathoracic and the abdominal 
esophagus. as well as the gastric cardia. Reference has been made to the 
combined and thoracic approaches, both right and left. together with the 
operative technic for the excision and reconstruction of the cervical esopha- 
gus. One article deals with the palliative Roux Y-plasty principle in the 
management of the inoperable cases. As is to be expected in the compilation 
of manuscripts relating to the same problem, there is a considerable repeti- 
tion of statements found in the various contributions: nevertheless these 
independent opinions afford an adequate summary of the present status of 
the diagnosis and surgical management of the lesions of the esophagus and 
gastric cardia. 


The Scientific Paper. How to Prepare It. How to Write It. Sam F. 

Trelease. The Williams & Wilkins Co., Baltimore. 1947. 142 pp. $2.00. 
As the author states in the preface, this is a manual for students and 

research workers who are preparing papers on scientific or technical sub- 
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jects. The author discusses the general outline of the scientific paper, 
arrangement of the subject matter, preparation of the manuscript, the funda 
mental rules of grammar and punctuation, statistical evaluation of results, 
preparation of tables, use of the library for research purposes, and prepa- 
ration of illustrations including drawings, graphs and photographs. The 
manual concludes with a short bibliography and an index. The author sug- 
gests that departmental seminars for graduate students could be organized 
for discussing the preparation and presentation of scientific results. The 
Scientific Paper would make an excellent basis for such discussion groups. 
The book could profitably be read by all medical students, and it might 
appropriately be studied by all those preparing medical papers. 


The Mechanism of Abdominal Pain. V. J. Kinsella, Sydney, Australia. 
Australasian Medical Publishing Co., Ltd., 1948. 210 pp. Thirty-two shil- 
lings, sixpence. 
This book is an interesting and well documented monograph on the 
subject indicated in the title. ‘There is a bibliography of 328 references, 
both modern and historical, and a separate author and subject index. There 
is adequate reference to leaders in the field, including Morley, Walter L. 
Palmer, Lennander, Harold Wolff, and others. After a historical outline, 
there is a general development of the author’s subject and following this, f 
there are chapters on visceral abdominal pain of different organs. There 
is an excellent chapter on pain from gastric and duodenal ulcer, another 
on pain from appendicitis and a third on pain from the biliary tract. This 
hook is so well documented and so analytical that it would seem to be suit- 
able for reading by all those who either do clinical surgery of the abdomen 
or are interested in neurology or the physiology of the abdominal viscera. 
The excellent historical plates add considerably to the value of the mono- 
graph, and it is to be recommended. 


“Elective Alimentary Rest” and the Elimination of So-Called “Para- 
lytic Heus” After Abdominal Operation. V. J. Kinsella, Sydney, Australia. 
Australasian Medical Publishing Co., Ltd., 1948. Three shillings. sixpence. 

This small and moderately priced paper-covered pamphlet is a repro- 
duction of three articles by the author, two of which appeared in the Medical 
Journal of Australia and the other in the Medical Press. In addition, ex- 
tracts from subsequent correspondence on the subject in the Medical Journal 
of Australia are included. The hypothesis developed is essentially that in 
the postoperative care of abdominal conditions, particularly those with 
resection or after appendectomy, enemas and attempts to increase peristalsis 
or to cause bowel movements are all to be decried and that “elective alimen- 
tary rest” is the regimen to be cultivated. This hypothesis is very well de- 
veloped and supported and is in essential agreement with the most modern 
viewpoints in this country. The booklet is to be recommended for reading 
hy those interested in the finer points of postoperative care of patients fol- 
lowing abdominal surgery. 
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Preoperative and Postoperative Care of Surgical Patients. Hugh C. 
Ilgenfritz, New Orleans, La. The C. V. Mosby Co., St. Louis, 1948. 110 
illus. $10.00. 

This book is compact and easy to handle. It covers the very important 
subject of preoperative and postoperative care of surgical patients in a 
clear and up to date manner. There are especially good sections on such 
modern subjects as the antibiotics, shock, burns, gastric suction and phle- 
hothrombosis. In connection with the presentation of the last of these sub- 
jects, it should be pointed out in commendation of the book that although the 
author comes from Louisiana where injections of the sympathetic nerves or 
vein ligation are the two most popular methods of treatment of phlebothrom- 
hosis, this text presents a very adequate and fair discussion of the heparin 
and dicumarol methods of therapy. The illustrations are clear and there is 
an adequate index. This book is to be recommended. 


Experimental Surgery. A Laboratory Guide for Undergraduate Stu- 
dents. J. WM. MeCaughan, St. Louis. Mo. The C. V. Mosby Co.. St. Louis. 
1943. $2.50. 

This laboratory guide outlines a group of thirteen exercises using 
the dog as the experimental animal and forms the basis for a course in 
experimental surgery. Subjects covered include appendectomy, craniotomy, 
stab wound of the abdomen, splenectomy, herniorrhaphy. ete. To a large 
extent these coincide with the similar course given at the Johns Hopkins 
University Medical School. For the purpose of helping instructors and of 
giving an outline and discussion of the subjects under consideration for 
students taking the course, this book is ideal. In addition, it would have 
considerable interest to all who are engaged in the study of surgical technic. 
such as residents and others training for the American Board of Surgery 
examinations. The discussion of principles is up to date and the pictures 
and text accurately describe each individual exercise in a step by step fash- 
ion. This book is distinetly to be recommended for the purposes for which 
it Was written. 


Manual for Laboratory Work in Mammalian Physiology. Fred E. 
D’ Amour and Frank R. Blood, University of Denver, Denver, Colo. The 
University of Chicago Press, Chicago, 1948, $2.75. 

This book is primarily outlined for mammalian physiology courses in 
liberal arts colleges and universities and is not for medical students per se. 
One feature of the book will be of interest to medical and surgical readers 
and those interested in medical education. This involves the fact that in all 
the series of fifty experiments which cover the following general headings. 
Practice Experiments, Blood. Heart and Cireulation, Respiration, Digestion 
and Metabolizm. Exeretion. Nervous System, Endocrine System. and Anti- 
body Formation. the rat is the experimental animal used in all instances. 
Since there is a distinct possibility that through the hampering effects of 
antivivisectionis=ts dogs may become scarce in many medical school labora- 
tories. the adaptation of the rat to many experimental studies will be of 
interest to all physicians. This book will be of distinet help to medical 
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educators in adapting the rat to experiments previously studied only by 
means of canines. 


Collateral Circulation (Anatomical Aspects). Daniel P. Quiring, Ph.D., 
Cleveland, O. Lea and Febiger, Philadelphia, 1949. 134 pp. 

This is a well constructed book with comfortable print and excellent 
diagrams by Margaret Holman. It is not easy to read however, perhaps 
because the factual data are given without much attempt at correlation with 
the more common clinical problems in which they are pertinent. The in- 
troductory discussion of what collateral circulation is, how it can be mea- 
sured and its efcacy appraised is excellent. From here on one cannot but 
admire the detailed anatomic knowledge of the author but the reader will 
find little to help him fix the exposition of facts in his mind. Arteries and 
veins are discussed separately which is helpful since the clinical problems 
associated with each are different. The sections on the coronary circulation 
are especially good as are those dealing with portacaval shunts in cirrhosis 
and ligations of the femoral or iliac veins for phlebothrombosis or phlebitis. 
As a handy reference volume it fills a definite need. There are 86 references 
to articles on related subjects. 


La Presién Intraabdominal en el Hombre, en condiciones Normales y 
Patologicas (/ntraabdominal Pressure in Man, in Normal and Pathologic 
States). Jose L. Duomarco and Ricardo Rimini, Assistants in the Medical 
Clinic of the Faculty of Medicine of Montevideo, Uruguay. Published by 
“EI Ateneo”, Buenos Aires, 1947, Paper cover 149 pp. 55 illus. 

In the prologue to the book, Professor Bernado A. Houssay states that 
abdominal pressure is an important physical value of the human organism 
and is the result of the interaction of diverse factors. Doctors talk glibly 
of abdominal pressure but few have measured its value in different parts 
of the abdomen and investigated the factors which govern it in normal and 
pathologic states. After a very adequate review of the literature on the 
subject, the authors present the results of their own experiments on animals 
and humans. All of the experiments on the intact human are based on 
measurements of fluctuations in pressure in one location in the abdomen 
the fundus of the stomach. An ordinary metal tipped tube was passed into 
the stomach, water was introduced to fill the tube and provide a fluid level 
above the tip, and observations were made on the fluctuations of the level 
in a manometer attached to the free end of the tube, as a result of changes 
of position of the body and other conditions. Some recordings were made 
with the Wiggers optical manometer. This monograph is of interest to in- 
vestigators who may have occasion to consider the problem of intraabdomi- 
nal pressure. This reviewer is of the opinion that the method used has many 
limitations, and most of the questions posed by Professor Houssay remain 
unanswered,—C.R.L. 


ERRATUM 
Volume 5, May 1948 
Page 350, line 8—Robert E. Gross and William E. Ladd. . . should read 
Robert FE. Gross, William E. Ladd, Professor of Child Surgery. . . The 
publishers regret this error. 
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infusion time... 


MEANS 


more rest time... 
earlier ambulation... 


The high rate of infusion possible with Protein Hypro- 
LYSATE, BAXTER, provides total daily protein require- 
ments in from two to four hours. This leaves a good 
portion of the day for rest and recuperation, enabling 
the patient to benefit from early ambulation. This is 
another example of the benefits of the BAXTER program, 
which provides the specific solution, the exact equipment 
for any parenteral requirement. 


WRITE for booklet giving full information. 
BAXTER LABORATORIES, Morton Grove, Ill.+ Acton, Ont. 


Protein 
Hydrolysate _ 


protein hydrolysate 
protein hydrolysate with dextrose 
protein hydrolysate with dextrose and alcohol 


Available only in the 37 states east of the Rockies (except El Paso, Texas) through 


AMERICAN HOSPITAL SUPPLY CORPORATION 


General Offices: Evanston, Illinois 
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